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Dear Ms. Frescatore:

Under section 1115(a) of the Social Security Act (“the Act™), the Secretary of Health and Human
Services (“Secretary”) or the Centers for Medicare & Medicaid Services (CMS), operating under
the Secretary’s delegated authority, may authorize a state to conduct experimental, pilot, or
demonstration projects that, in the judgment of the Secretary, are likely to assist in promoting the
objectives of the Medicaid program, as discussed below. Congress enacted section 1115(a) of
the Act to ensure that federal requirements did not “stand in the way of experimental projects
designed to test out new ideas and ways of dealing with the problems of public welfare
recipients.”! As relevant here, the Secretary (1) may, under section 1115(a)(1), waive provisions
in section 1902 of the Act; and/or (2) may, under section 1115(a)(2)(A), authorize federal
financial participation (FFP) for state expenditures that would not qualify for FFP under section
1903 of the Act (i.e., provide “expenditure authority”). Section 1902 of the Act lists what
elements the Medicaid state plan must include, such as provisions relating to eligibility,
beneficiary protections, benefits, services, and premiums. Section 1903, “Payments to States,”
describes expenditures that may be “matched” with federal title XIX dollars, allowable sources
of non-federal share, and managed care requirements.

For the reasons discussed below, CMS hereby approves New York’s request to amend its section
1115(a) demonstration titled, “Medicaid Redesign Team” (MRT) (Project Number 11-W-
001142/2). Approval of this amendment enables the state to limit the nursing home benefit in its
Managed Long Term Care (MLTC) plans to three months for enrollees who have been
designated as “long-term nursing home stays” (LTNHS). The amendment also aligns the lock-in
policy of MLTC with Medicaid Mainstream Managed Care (MMMC) plans as discussed below.

! See S. Rep. No. 87-1589, at 19 (1962), as reprinted in 1962 U.S.C.C.AN. 1943, 1961.
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Extent and Scope of the Amendment

The New York Medicaid Redesign Team (MRT) demonstration (formerly known as “Partnership
Plan”) allows New York to implement a managed care delivery system to provide benefits to its
Medicaid recipients, create efficiencies in the Medicaid program, and enable the extension of
coverage to many individuals needing long term services and supports (LTSS). The
demonstration was originally approved in 1997 to enroll most of the state’s Medicaid recipients
into managed care organizations (MCO) and it has been amended numerous times, including
through the following notable amendments:

e In2010, a Home and Community Based Services (HCBS) expansion program was added;
In 2012, an improved care coordination model of managed LTSS was added;

e In 2013, modifications were approved to coordinate with the Medicaid expansion and
other changes under the Affordable Care Act — including a) transitioning childless adults
and parents and caretaker relatives with incomes up to, and including, 133 percent of the
federal poverty limit (FPL) into state plan coverage; and b) mandating them into
managed care arrangements;

In 2014, a Delivery System Reform Incentive Payment (DSRIP) program was added,;

In 2015, Health and Recovery Plans {HARP) were approved to integrate physical,
behavioral health and HCBS for beneficiaries diagnosed with severe mental illness and/or
substance use disorder; and

e In 2019, two amendments were approved that a) exempted MMMC enrollees from cost
sharing and b) enabled the state to create a streamlined children's model of care for
children and youth under 21 years with behavioral health and HCBS needs.

For this amendment, CMS is approving two state requests to modify the STCs.
Modification #1

Limit the nursing home benefit in the partially capitated MLTC plans to three months for
enrollees who have been designated as LTNHS in a skilled nursing or residential health care
facility (nursing home). Afterwards, the individual will be involuntarily disenrolled from the
partially capitated MLTC with coverage for nursing home services in the same facility provided
by Medicaid fee for service (FFS), as long as the individual qualifies for institutional Medicaid
coverage. Institutional eligibility is required for individuals in MLTC plans or in Medicaid FFS.
Enrollees who are involuntarily disenrolled from a plan because they have reached the three-
month nursing home benefit limit in their plan will have the same due process rights as
individuals who are involuntarily disenrolled from the plan for other reasons.

The state’s contracted agency will determine if the plan’s involuntary disenrollment request is
appropriate and notice the consumer of the prospective disenrollment date if the disenrollment is
approved. If the enrollee is dissatisfied with the disenrollment determination, they may
challenge {he determination through the fair hearing process. If successtul, nursing home
residents will be allowed to re-enroll in an MLTC and return to the community without requiring
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a Conflict Free? evaluation and enrollment assessment, if such movement is within 6 months of
the resident’s disenrollment from the plan. In addition, individuals who are dually eligible for
both Medicare and Medicaid, who are 21 years of age or older, and LTNHS will be excluded
from joining MLTC plans. Eligible individuals will remain in FFS to access the long-term
nursing home benefit and other necessary Medicaid funded services.

Modification #2

Aligns the lock-in policy of MLTC plans with MMMC. After this policy goes into effect,
mandated enrollees of partially capitated MLTC plans will be limited in their ability to transfer
to another MLTC partial capitation plan for 12 months from the effective date of enrollment.
Enrollees may transfer to another partially capitated plan without cause during the first 90 days
of the 12-month period. Regardless of whether they transfer to another plan, after the first 90
days the enrollee may not transfer to another partial capitation plan unless there is good cause to
do so. Enrollees will receive notice of this change and a list of good cause reasons. These
reasons may include moving away from the service area, inability of the plan to provide
appropriate and accessible services and/or supports, poor quality care, lack of access to providers
experienced in caring for the individual and a determination that the enrollment was non-
consensual.

The MRT demonstration remains in effect, as amended and technically corrected, through March
31, 2021.

Promoting the Objectives of Medicaid |

Under section 1901 of the Act, the Medicaid program provides federal funding to participating
states "[f]or the purpose of enabling each state, as far as practicable under the conditions in such
state, to furnish (1) medical assistance on behalf of families with dependent children and of aged,
blind, or disabled individuals, whose income and resources are insufficient to meet the costs of
necessary medical services, and (2) rehabilitation and other services to help such families and
individuals attain or retain capability for independence or self-care.”

As this statutory text makes clear, a basic objective of Medicaid is to enable states to “furnish . . .
medical assistance" to certain vulnerable populations (i.e., payment for certain healthcare
services defined at section 1905 of the Act, the services themselves, or both). By paying these
costs, the Medicaid program helps vulnerable populations afford the medical care and services
they need to attain and maintain health and well-being. In addition, the Medicaid program is
supposed to enable states to furnish rehabilitation and other services to vulnerable populations to
help them "attain or retain capability for independence or self-care," per section 1901 of the Act.

We are committed to supporting states that seek to test policies that are likely to improve
beneficiary health because we believe that promoting independence and improving health
outcomes is in the best interests of the beneficiary and advances the fundamental objectives of

2 «Conflict free” evaluation and enrollment assessments evaluate the patient and ensure they meet the requirements
for MLTC and, if they qualify, they are given the opportunity to select an MLTC plan.
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the Medicaid program. Healthier, more engaged beneficiaries also may consume fewer medical
services and have a lower risk profile, making the program more efficient and potentially
reducing the program's national average annual cost per beneficiary of $7590.% Policies designed
to improve beneficiary health that lower program costs make it more practicable for states to
make improvements and investments in their Medicaid program and ensure the program's
sustainability so it is available to those who need it most. In so doing, these policies can promote
the objectives of the Medicaid statute.

While CMS belicves that states are in the best position to design solutions that address the
unique needs of their Medicaid-eligible populations, the agency has an obligation to ensure that
proposed demonstration projects are likely to better enable states to serve their low-income
populations, through measures designed to improve health and weliness and help individuals and
families attain or retain capability for independence or self-care. Medicaid programs are
complex and shaped by a diverse set of interconnected policies and components, including
eligibility standards, benefit designs, reimbursement and payment policies, information
technology (IT) systems, and more. Therefore, in making this determination, CMS considers the
proposed demonstration as a whole.

In its consideration of the MRT section 1115 demonstration, CMS examined whether it was
likely to assist in improving health outcomes, whether it would address health determinants that
influence health outcomes, and whether it would incentivize beneficiaries to engage in their own
health care and achieve better health outcomes. CMS determined the MRT demonstration was
likely to promote Medicaid objectives and the waiver and expenditure authorities sought were
necessary and appropriate to carry out the demonstration.

CMS has also determined that approval of this amendment to the MRT demonstration is likely to
promote the objectives of the Medicaid program for the following reasons:

s It will eliminate duplication of care management services currently provided by both the
nursing home and the MLTC plan. As a result, the three-month limit on the nursing
home benefit for LTNHS designees will drive program savings without undermining the
care provided to nursing home residents;

e It will allow MLTC beneficiaries in nursing homes, or their authorized decision-makers,
to continue engaging with nursing home staff, their physician(s) and their MLTC care
manager about their discharge plans or nursing home placement; and

¢ It will align the lock-in policy of MLTC with MMMC.

Consideration of Public Comments

New York’s state public comment period was open from July 3, 2018 to August 3, 2018, and the
tribal comment period was open from June 19, 2018 to August 20, 2018. No comments were
received during the state public comment period. The federal public comment period was open
from September 26, 2018 to October 26, 2018 and CMS received 16 comments related Lo (he
demonstration proposal (one comment had no information). The majority of commenters did not

3 U.8. Department of Health and Human Services 2017 Actuarial Report on the Financial Outlook for Medicaid.
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support the amendment as proposed; however, CMS worked closely with the state, federal
partners and other interested parties to minimize risk to the LTNHS designees.

The non-supporting comments included themes such as: (a) the amendment could incentivize
MLTC plans to push some people with disabilities and those cost prohibitive into nursing homes,
possibly making community transitions more difficult; (b} the amendment does not go far
enough to protect beneficiary rights to receive community services; and (c) the amendment is in
direct opposition to the states Value Based Payment efforts, CMS and New York worked in
tandem to ensure that the advocates concerns’ were minimized.

As approved, this amendment does not change the array of long term care services available to
consumers - nor does it alter the state’s commitment to caring for individuals in the community
or consumers’ protections under federal and state law or rule. This amendment does not limit
access to community based care nor diminish the rights or ability of individeals to safely return
to the community

Other Information

It is important to note that CMS’ approval of this amendment solely addresses the state’s
compliance with the applicable Medicaid authorities. CMS”® approval does not address the
state’s independent and separate obligations under federal laws including, but not limited to, the
Americans with Disabilities Act, Section 504 of the Rehabilitation Act, or the Supreme Court’s
Olmstead decision. Guidance from the Department of Justice concerning comphliance with the
Americans with Disabilities Act and the Olmstead decision is available at
http://www.ada.gov/olmstead/qg&a olmstead. htm.

CMS’ approval of this amendment is subject to the limitations specified in the enclosed
authorities and STCs which define the nature, character, and extent of federal involvement in this
project. The state may deviate from the Medicaid state plan requirements only to the extent they
have been specifically listed as not applicable and approval is.

This approval is also subject to your written acknowledgement of the award and acceptance of
the STCs within 30 calendar days of the date of this letter. Please send written acceptance to
your project officer, Ms. Audrey Cassidy. Ms. Cassidy is available to answer any questions
concerning your section 1115{a) demonstration and may be contacted as follows:

Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop: 82-25-26

7500 Security Boulevard

Baltimore, MD 21244-1850

Telephone: (410) 786-0059

E-mail: Audrey.Cassidy@ctns.hhs.gov


mailto:Audrey.Cassidy@cms.hhs.gov
http://www.ada.gov/olmstead/q&a
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Official communication regarding official matters should be simultaneously sent to Ms. Cassidy
and Mr. Francis McCullough, Director, Division of Medicaid Field Operations East, Regional
Operations Group. Mr. McCullough’s contact information is as follows:

Mr. Francis McCullough

Director, Division of Medicaid Field Operations (DMFO) East
Regional Operations Group (ROG)

Centers for Medicare & Medicaid Services

Jacob K. Javits Federal Building

26 Federal Plaza, Room 3811

New York, NY 10278-0063

Telephone: (212) 616-2424

E-mail: Francis.McCollough@cms.hhs.gov

If you have any questions regarding this approval, please contact Mrs. Judith Cash, Director,
State Demonstrations Group, Center for Medicaid & CHIP Services at (410) 786-9686.

Acting Deputy Administrator and Director
Enclosures

cc: Francis McCullough, Director, Division of Medicaid Field Operations East
Nicole McKnight, Acting Deputy Director, Division of Medicaid Field Operations East
Maria Tabakov, State Lead, Division of Medicaid Field Operations East
Michael Kahnowitz, Acting State Lead, Division of Medicaid Field Operations East


mailto:Francis.McCollough@cms.hhs.gov
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	a. Notification of Suspension or Termination: The state must promptly notify CMS in writing of the reason(s) for the suspension or termination, together with the effective date and phase-out plan.  The state must submit its notification letter and a d...
	b. Transition and Phase-Out Plan Requirements: The state must include, at a minimum, in its transition and phase out plan its process by which it will notify affected beneficiaries, the content of said notices (including information on the beneficiary...
	c. Transition and Phase-Out Plan Approval: The state must obtain CMS approval of the transition and phase-out plan prior to the implementation of transition and phase-out activities.  Implementation of transition and phase-out activities must be no so...
	d. Transition and Phase-Out Procedures: The state must comply with all notice requirements found in 42 CFR, part E, including CFR §431.206, §431. 210, §431.211, and §431.213. In addition, the state must ensure all appeal and hearing rights afforded to...
	e. Exemption from Public Notice Procedures, 42 CFR Section 431.416(g).  CMS may expedite the federal and state public notice requirements under circumstances described in 42 CFR 431.416(g).
	f. Enrollment Limitation during Demonstration Phase-Out.  If the state elects to suspend, terminate, or not extend this demonstration, during the last six months of the demonstration, enrollment of new individuals into the demonstration must be suspen...
	g. Federal Financial Participation (FFP): If the project is terminated or any relevant waivers suspended by the state, FFP shall be limited to normal closeout costs associated with terminating the demonstration including services and administrative co...

	10. Expiring Demonstration Authority.  For any waiver or expenditure authority that expires prior to the demonstration’s expiration date, the state must submit a demonstration authority expiration plan to CMS no later than six months prior to the appl...
	a. Expiration Requirements.  The state must include, at a minimum, in its demonstration authority expiration plan the process by which it will notify affected beneficiaries, the content of said notices (including information on the beneficiary’s appea...
	b. Expiration Procedures.  The state must comply with all applicable notice requirements found in 42 CFR, part 431 subpart E, including sections 431.206, 431.210, 431.211, and 431.213.  In addition, the state must assure all applicable appeal and hear...
	c. Federal Public Notice.  CMS will conduct a 30-day federal public comment period consistent with the process outlined in 42 CFR 431.416 in order to solicit public input on the state’s demonstration authority expiration plan.  CMS will consider comme...
	d. Federal Financial Participation (FFP).  FFP will be limited to normal closeout costs associated with the expiration of the demonstration authority including services, continued benefits as a result of beneficiaries’ appeals, and administrative cost...

	11. Medicaid Authorities Transition.  During the demonstration period, the state must evaluate which portions of the demonstration could be transitioned to 1915(c) and 1915(i) authorities.  This analysis will be conducted as follows:
	a. At the time of any proposed amendment to this demonstration as described  in STC #7 – the state will provide a “1915(c)/(i) Authorities” analysis, consistent with this STC’s purpose, and include as a section in the state’s amendment application; and
	b. September 2019 through September 2020 – CMS and the state will conduct joint transition planning activities in order to identify which portions can be transferred out of this demonstration.
	i. In lieu of the “joint transition planning activities” outlined above in this STC, the state may also seek CMS concurrence for an attestation that its previous analysis was inclusive of all potential 1915(c) and 1915(i) authorities under this demons...
	1. If the state seeks concurrence for an attestation, it must be submitted to CMS in the form of a memorandum by September 30, 2019 and CMS will work towards approval, or request additional information (RAI), within 90 days of state submission.


	c. September 2020 through March 2021 – If the state does not seek and receive CMS concurrence as described in (b)(i) above, it must begin developing for submission 1915(c) and 1915(i) authorities for the portions to be transitioned out of this demonst...

	12. CMS Right to Terminate or Suspend.  CMS may suspend or terminate the demonstration, subject to adequate public notice, (in whole or in part) at any time before the date of expiration, whenever it determines following a hearing that the state has m...
	13. Finding of Non-Compliance.  The state does not relinquish its rights to challenge CMS findings that the state materially failed to comply.
	14. Withdrawal of Waiver or Expenditure Authority.  CMS reserves the right to withdraw waivers and/or expenditure authorities at any time it determines that continuing the waivers or expenditure authorities would no longer be in the public interest or...
	15. Adequacy of Infrastructure.  The state must ensure the availability of adequate resources for implementation and monitoring of the demonstration, including education, outreach and enrollment; maintaining eligibility systems; compliance with cost s...
	16. Public Notice, Tribal Consultation and Consultation with Interested Parties.  The state must comply with the state notice procedures as required in 42 CFR 431.408 prior to submitting an application to extend the demonstration.  For applications to...
	The state must also comply with tribal and Indian Health Program/Urban Indian Health Organization consultation requirements at section 1902(a) (73) of the Act, 42 CFR 431.408(b), State Medicaid Director Letter #01-024, or as contained in the state’s a...
	The state must also comply with the Public Notice Procedures set forth in 42 CFR 447.205 for changes in statewide methods and standards for setting payment rates.
	17. Federal Financial Participation (FFP).  No federal matching for expenditures, both administrative and service, for this demonstration will take effect until the effective date identified in the demonstration approval letter, or if later, as expres...
	18. Transformed Medicaid Statistical Information Systems (T-MSIS) Requirements.  The state shall comply with all data reporting requirements under Section 1903(r) of the Act, including but not limited to Transformed Medicaid Statistical Information Sy...
	19. Protection against Duplication.  The state must have processes in place to ensure that there is no duplication of federal funding for any aspect of the demonstration.

	IV. POPULATIONS AFFECTED BY AND ELIGIBILITY UNDER THE DEMONSTRATION
	1. Eligible under the Medicaid State Plan (State Plan Eligibles).  Mandatory and optional Medicaid state plan populations derive their eligibility through the Medicaid state plan and are subject to all applicable Medicaid laws and regulations in accor...
	2. Individuals Not Otherwise Eligible under the Medicaid State Plan.  Beneficiary eligibility groups who are made eligible for the demonstration by virtue of the expenditure authorities expressly granted in this demonstration are subject to Medicaid l...
	a. individuals in the HCBS Expansion program;
	b. individuals moved from Institutional Settings to Community Settings and receiving MLTC but who would have excess income or resources under the state plan;
	c. adults who are receiving TANF benefits and have not been determined eligible using MAGI-based methods; and
	d. Individuals previously eligible in the new adult group who are no longer eligible in that group but are still within a 12 month continuous eligibility period.
	e. children under age 21 who are medically needy (both SSI-related and non-SSI related) and have parental income and resources (if applicable) waived and otherwise meet eligibility criteria for 1915(c) waiver #.4125 as Fo1 Demonstration children.
	f.  so are no longer eligible under the Children’s waiver. Note: Unlike the Fo1 Children’s (Demonstration Population 12) expenditures authorized under section 1115(a)(2) in these STCs, additional Family of One Children (SSI-related) that receive their...

	3. Program Components.  The Medicaid Redesign demonstration includes two distinct components—Mainstream Medicaid Managed Care (MMMC) and Managed Long Term Care (MLTC) —each of which affects different populations, some of which are eligible under the s...
	a. Mainstream Medicaid Managed Care Program (MMMC).  This component provides Medicaid state plan and demonstration benefits through a managed care delivery system comprised of MCOs and primary care case management (PCCM) arrangements to most recipient...
	i. Eligibility.  Table 1 above lists the groups of individuals who receive Medicaid benefits through the mainstream Medicaid managed care component of the demonstration, as well as the relevant expenditure reporting category (demonstration population)...
	ii. Exclusions and Exemptions from MMMC.  Notwithstanding the eligibility criteria in STC 3 of this section, certain individuals cannot receive benefits through the MMMC program (i.e., excluded), while others may opt out from receiving benefits throug...

	b. Managed Long Term Care (MLTC).  This component provides a limited set of Medicaid state plan benefits including long term services and supports through a managed care delivery system to individuals eligible through the state plan who require more t...
	i. Eligibility for MLTC.  Table 1 above lists the groups of individuals who may be enrolled in the Managed Long Term Care component of the demonstration as well as the relevant expenditure reporting category (demonstration population) for each.  To be...
	ii. Exclusions and Exemptions from MLTC.  Notwithstanding the eligibility criteria in STC 3 of this section, certain individuals cannot receive benefits through the MLTC program (i.e., excluded) while others may request an exemption from receiving ben...
	iii. Non-duplication of Payment.  MLTC Programs will not duplicate services included in an enrollee’s Individualized Education Program under the Individuals with Disabilities Education Act, or services provided under the Rehabilitation Act of 1973.

	c. Home and Community Based Services Expansion Program (HCBS Expansion).  This component provides home and community based services similar to those provided under the state’s section 1915(c) HCBS waivers (Nursing Home Transition and Diversion Program...
	i. Eligibility for the HCBS Expansion.  This group, identified as Demonstration Population 9/HCBS Expansion, includes married medically needy individuals0F :
	1. who meet a nursing home level of care;
	2. whose spouse lives in the community; and
	3. who would be income-eligible for Medicaid services in the community but for the application of the spousal impoverishment eligibility and post-eligibility rules of section 1924 of the Act.


	d. Health and Recovery Plans (HARP): This component provides integrated Medicaid covered services and services specifically to address the needs of individuals with a serious mental illness (SMI) and substance use disorder (SUD) conditions under the d...
	i. Eligibility for HARP.  Eligible individuals include Medicaid adult beneficiaries age 21 or over eligible for Medicaid furnished in MMMC under the demonstration with a specified SMI and/or serious SUD diagnosis and who meet categorical criteria or r...
	1. review of behavioral health service utilization, or
	2. receipt of a qualifying score on a State-approved assessment tool.



	4. Population-Specific Program Requirements
	a. MMMC Enrollment of Individuals Living with HIV.  The state is authorized to require individuals living with HIV to receive benefits through MMMC.  Individuals living with HIV will have 30 days in which to select a health plan.  If no selection is m...
	b. Restricted Recipient Programs.  The state may require individuals participating in a restricted recipient program administered under 42 CFR §431.54(e) to enroll in MMMC or MLTC.  Furthermore, MCOs may establish and administer restricted recipient p...
	i. Restricted recipient programs operated by MCOs must adhere to the requirements in 42 CFR §431.54(e) (1) through (3), including the right to a hearing conducted by the state.
	ii. The state must require MCOs to report to the state whenever they want to place a new person in a restricted recipient program.  The state must maintain summary statistics on the numbers of individuals placed in restricted recipient programs, and t...

	c. Individuals Moved from Institutional Settings to Community Settings for Long Term Services and Supports.  Individuals discharged from a nursing facility who enroll into or remain enrolled in the MLTC program in order to receive community based long...
	d. Continuous Eligibility Period
	i. Duration.  The state is authorized to provide a 12 month continuous eligibility period to the groups of individuals specified in Table 1, regardless of the delivery system through which they receive Medicaid benefits.  Each newly eligible individua...
	ii. Exceptions.  Notwithstanding subparagraph (a), if any other following circumstances occur during an individual’s 12 month continuous eligibility period, the individual’s Medicaid eligibility shall be terminated, suspended or re-determined:
	1. The individual cannot be located
	2. The individual is no longer a New York State resident
	3. The individual requests termination of eligibility
	4. The individual dies
	5. The individual fails to provide, or cooperate in obtaining a Social Security Number, if otherwise required
	6. The individual provided an incorrect or fraudulent Social Security Number
	7. The individual was determined eligible for Medicaid in error
	8. The individual is receiving treatment in a setting where Medicaid eligibility is not available (e.g. institution for mental disease)
	9. The individual is receiving care, services or other supplies under a section 1915 waiver
	10. The individual was previously otherwise qualified for emergency medical assistance benefits only, based on immigration status, but is no longer qualified because the emergency has been resolved
	11. The individual fails to provide the documentation of citizenship or immigration status required under federal law
	12. The individual is incarcerated
	13. The individual turns 65 years of age and is no longer eligible for the Adult Group (beginning January 1, 2016)1
	14. The individual policy holder fails to provide documentation of third party health insurance




	V. DEMONSTRATION BENEFITS AND ENROLLMENT
	1. Alternative Benefit Plan.  The Affordable Care Act Adult Group will receive benefits provided through the state’s approved Alternative Benefit Plan (ABP) SPA.
	2. Demonstration Benefits.  The following benefits are provided through the indicated delivery system to individuals eligible for the Medicaid managed care components of the demonstration:
	a. Mainstream Medicaid Managed Care (MMMC).  State plan and demonstration benefits are delivered through MCOs with the exception of certain services carved out of the MMMC contract and delivered directly by the state on a fee-for-service basis.  All M...
	i. Cost Sharing for MMMC.  MMMC beneficiaries including HARPs and HIV-SNPs, who are not otherwise exempt from cost sharing consistent with §447.56(a)(1), will be charged drug copays that are approved in the Medicaid state plan.  MMMC beneficiaries wil...
	ii. Children’s HCBS.  MMMC plans will provide HCBS for children not otherwise excluded or exempted from MMMC under the concurrent authority of the 1915(c) Children’s waiver  and this 1115 demonstration.  Independent assessments and person-centered ser...

	b. Managed Long Term Care.  State plan benefits are delivered through MCOs or, in certain districts, prepaid inpatient health plans, with the exception of certain services carved out of the MLTC contract and delivered directly by the state on a fee-fo...
	i. For those individuals receiving a nursing home benefit in the partially capitated MLTC plan they will be limited to three months for those enrollees who have been designated as Long-Term Nursing Home Stays (LTNHS) in a skilled nursing or residentia...
	ii. Should an individual prefer discharge—and an assessment of the individual’s medical needs indicates they may be safely discharged to the community—they may remain enrolled in their MLTC plan, while residing in the nursing home on a temporary basis...

	c. Health and Recovery Plans (HARP).  State plan and demonstration benefits that are identical to MMMC with an additional component that provides BH HCBS for SMI and SUD needs will be provided by the HARPs.  Long term care services (in excess of 120 d...
	i. HARPs Services Tiers.  HARPs enrollees receive BH HCBS services under the following tier structure in accordance with their person-centered plan of care.  HARP enrollees are permitted to appeal any service denial decisions.
	1. Tier 1 BH HCBS services include:
	a. Peer supports
	b. Employment supports
	c. Education supports

	2. Tier 2 includes all Tier 1 BH HCBS services plus additional services as specified in Attachment D to individuals whose medical need surpasses the need for Tier 1 services.
	3. Crisis respite services under the HARPs are available to all HARPs enrollees, regardless of the tier under which they receive services.  This includes:
	a. Intensive crisis respite
	b. Short term crisis respite in a dedicated facility


	ii. HARPs Services Utilization Thresholds.  The following thresholds will limit coverage of HARPs-specific services for individual HARPs enrollees.  These limits will not affect state plan or other demonstration benefits.  The state will track and rep...
	1. Tier 1 –– Threshold of $8,000 per person, per 12 month period.  Up to $10,000 in services are permitted.  For ROS, the thresholds will be adjusted to reflect the HCBS rate differentials.
	2. Tier 2 –– Threshold of $16,000 per person, per 12 month period.  Up to $20,000 in services are permitted.  For ROS, the thresholds will be adjusted to reflect the HCBS rate differentials.
	3. Crisis Respite – Threshold of 7 days per service, up to 21 days per 12 month period.

	iii. Self-Direction Pilot.  The Self-direction Demonstration will be available to HARP and HIV/SNP enrollees eligible for receiving BH HCBS services or children meeting the target criteria of the Children’s waiver and receiving HCBS under the Children...
	1. Voluntary Enrollment and Disenrollment from Self-Direction Pilot.  Participation in the Self-Direction pilot is voluntary, and participants may opt out at any time.
	2. Enrollee Notification.  The state must notify eligible enrollees about the option to self-direct services.  The state must develop a waiting list for enrollees who wish to participate in the pilot should the demand exceed capacity.
	3. Choice of Providers.  Self-direction pilot participants will have a choice of support broker within the service center.  Each participant should have the choice of provider and location for self-directed services, except as noted in iv(e) below.
	4. Services Eligible for Self-Direction: This pilot includes all behavioral health HCBS services offered by HARPs and HIV SNPs and Individual Directed Goods and Services (IDGS) detailed in Attachment N. Children meeting targeting criteria of the 1915(...
	a. decrease the need for other Medicaid services;
	b. promote inclusion in the community; or
	c. increase the participant’s safety in the home environment.
	d. To be an eligible service:
	i. the participant must lack funds to purchase the item or service; and
	ii. the service is not available through another source.


	5. Services Ineligible for Self-Direction: Individual goods and services that are not eligible are listed below.
	a. Experimental or prohibited treatments
	b. Purchases for or from third parties who are family members, friends, or significant others aside from family or social functions that promote social inclusion and are incorporated in the service plan
	c. Room and Board in a residential facility, including assisted living facilities
	d. Tobacco products, alcohol products, firearms, contraband or illegal items
	e. Pornographic materials, prostitution services, escort services
	f. Payment of court-ordered costs, attorney fees, fines, restitution, or similar debts
	g. Credit card payments of any kind, or similar debts
	h. Items purchased for the purpose of resale
	i. Gift cards or prepaid debit cards
	j. Services or goods that are recreational in nature
	k. Goods and services not in the service plan or related to a recovery goal, or that is solely for recreation that a household does not include a person with a disability would be expected to pay for as a household expenses (e.g. subscription to a cab...

	6. Evaluation.  The state shall follow the evaluation requirements specified in Section XI below.
	7. Reporting.  Information from the pilot must be incorporated into the quarterly and annual reports detailed in section X of the STCs.
	8. Protocols.  Payment and operational protocols must be submitted by New York to CMS within 120 days of award.



	3. Home and Community Settings Qualities.  Enrollees receiving Medicaid HCBS and LTSS services furnished through the 1115 demonstration, including individuals who receive services under the demonstration’s HCBS Expansion program, MMMC and HARP, includ...
	4. Individuals Provided with LTSS under the Demonstration.  The state is authorized to require certain individuals using long term services and supports to enroll in either Mainstream Medicaid Managed Care, or Managed Long Term Care as identified in S...
	a. Person Centered Service Planning.  All individuals utilizing long term services and supports will have a person centered individual service plan maintained at the MCO.  Person-centered planning includes consideration of the current and unique psych...
	b. Health home program will have administrative safeguards in place when providing person-centered planning and care coordination and services that have transitioned from 1915(c) waivers to eligible health home individuals.  In addition, the state agr...
	c. Verification of MLTC Plan Enrollment.  The state shall implement a process for MLTC plans, network and non-network providers for the state to confirm enrollment of enrollees who do not have an enrollee identification card or seek services from a pr...
	d. Health and Welfare of Enrollees.  The state shall ensure a system is in place to identify, address, and seek to prevent instances of abuse, neglect, and exploitation of its enrollees on a continuous basis.  This should include provisions such as cr...
	e. Maintaining Accurate Beneficiary Address.  New York will complete return mail tracking for enrollment notification mailings.  The state will use information gained from returned mail to make additional outreach attempt through other methods (phone,...
	f. Network of Qualified Providers.  The provider credentialing criteria described at 42 CFR §438.214 must apply to all providers participating in the state’s Medicaid managed care and managed long term care programs.  To the extent possible, the MCO s...
	g. MMMC or MLTC Enrollment and Transition of Care Period.  For initial transitions into MLTC or MMMC from fee-for-service, each enrollee receiving community-based LTSS must continue to receive services under the enrollee’s pre-existing service plan fo...

	5. Option for Consumer Directed Personal Assistance Program (CDPAP).  Enrollees shall have the option to elect self-direction of Personal Assistance under the MMMC program.  The state shall ensure through its contracts with the MCOs that enrollees are...
	a. Information and Assistance in Support of Participant Direction.  The state/MCO shall have a support system that provides participants with information, training, counseling, and assistance, as needed or desired by each participant, to assist the pa...
	b. Participant Direction by Representative.  The participant who self-directs the personal care service may appoint a volunteer designated representative to assist with or perform employer responsibilities to the extent approved by the participant.  S...
	c. Participant Employer Authority.  The participant (or the participant’s representative) must have decision making authority over workers who provide personal care services.
	i. Participant.  The participant (or the participant’s representative) provides training, supervision and oversight to the worker who provides services.  A Fiscal/Employer Agent that follows IRS and local tax code laws functions as the participant’s a...
	ii. Decision-Making Authorities.  The participants exercise the following decision making authorities: recruit staff, hire staff, verify staff’s ability to perform identified tasks, schedule staff, evaluate staff performance, verify time worked by sta...

	d. Disenrollment from Self-Direction.  A participant may voluntarily disenroll from the self-directed option at any time and return to a traditional service delivery system through the MMMC, or MLTC program.  To the extent possible, the member shall p...
	e. Payment for Services Will be Made Following the Service Being Rendered and only upon receipt of an acceptable receipt, invoice or signed and approved timesheet, as applicable.
	f. Appeals.  The following actions shall be considered adverse action under both 42 CFR §431 subpart E and 42 CFR §438 subpart F:
	i. a reduction, suspension or termination of authorized CDPAP services;
	ii. A denial of a request to change Consumer Directed Personal Assistance Program services.


	6. Adding Services to the MMMC, and/or MLTC Plan Benefit Package.  At any point in time the state intends to add to either the MMMC, or MLTC plan benefit package currently authorized state plan or demonstration services that have been provided on a fe...
	a. A description of the benefit being added to the benefit package;
	b. A detailed description of the state’s oversight of the MCO’s readiness to administer the benefit including:
	i. readiness and implementation of activities, including onsite reviews, phone meetings and desk audits that review policies and procedures for new services;
	ii. data sharing to allow plans to create services plans as appropriate;
	iii. process to communicate the change to enrollees;
	iv. MCO network development to include providers of that service; and
	v. any other activity performed by the state to ensure plan readiness.

	c. Information concerning the changes being made to the MMMC and/or MLTC contract provisions and capitation payment rates in accordance with STC 2 in Section VI.

	7. Adding Populations to MMMC and/or MLTC Enrollment.  Any time the state is ready to expand mandatory MMMC and /or MLTC plan enrollment into a new Medicaid population, the state must submit an 1115 amendment in accordance with STC 7 in Section III.  ...
	a. a description of the population and the list of the counties that will have populations moving to mandatory enrollment;
	b. a list of MCO with an approved state certificate of authority to operate in those counties demonstrating that enrollees will be afforded choice of plan that will be providing services;
	c. confirmation that the MCO have met the network requirements in STC 10 in Section VI for each MCO; and
	d. an analysis of why the most appropriate authority to implement mandatory MMMC and/or MLTC for the new population, i.e. what the state is demonstrating by implementing the change to the demonstration.

	8. Assurances During LTSS Expansion for MMMC, HIV SNP, and HARP Enrollees.  To provide and demonstrate seamless transitions for enrollees, the state must (where applicable):
	a. Send sample notification letters.  Existing Medicaid providers must receive sample beneficiary notification letters via widely distributed methods (mail, email, provider website, etc.) so that providers are informed of the information received by e...
	b. Provide continued comprehensive outreach, including educational tours for enrollees and providers.  The educational tour should educate enrollees and providers regarding plan enrollment options, rights and responsibilities and other important progr...
	c. Operate a call center independent of the MLTC, and MMMC, HIV SNP, and HARP plans.  This entity must be able to help enrollees in making independent decisions about plan choice and be able to document complaints about the plans.  During the first 60...
	d. Review the outcomes of the auto-assignment algorithm to ensure that MLTC and MMMC plans with more limited networks do not receive the same or larger number of enrollees as plans with larger networks.
	e. Require MCO to maintain the current worker/recipient relationship for no less than 90 days.

	9. Assessment of LTSS needs for MLTC, and MMMC and Behavioral Health Assessments for HARPs and HIV SNPs. LTSS needs assessments must be conflict free plans will not complete any LTSS needs assessments for individuals requesting such services prior to ...
	10. Post Assessment Education.  New Medicaid applicants must be provided the results of their assessment and educated on the steps in the Medicaid eligibility determination, including denial and fair hearing procedures.  Individuals who are currently ...
	11. Operation of the HCBS Expansion Program.  The individuals eligible for this component of the demonstration will receive the same HCBS as those individuals determined eligible for and enrolled in the state’s Nursing Home Transition and Diversion Pr...
	12. Facilitated Enrollment.  Facilitated enrollers, which may include MCOs, health care providers, community-based organizations, and other entities under state contract, will engage in those activities described in 42 CFR § 435.904(d)(2), as permitte...
	a. Facilitated enrollers will provide program information to applicants and interested individuals as described in 42 CFR §435.905(a).
	b. Facilitated enrollers must afford any interested individual the opportunity to apply for Medicaid without delay as required by 42 CFR §435.906.
	c. If an interested individual applies for Medicaid by completing the information required under 42 CFR §435.907(a) and (b) and 42 CFR §435.910(a) and signing a Medicaid application, that application must be transmitted to New York State Department of...
	d. The protocols for facilitated enrollment practices between the state and the facilitated enrollers must:
	i. ensure that choice counseling activities are closely monitored to minimize adverse risk selection; and
	ii. Specify that determinations of Medicaid eligibility are made solely by the Medicaid agency or its designee.


	13. Passive Enrollment.  For any component that requires passive enrollment of potential enrollees, individuals must have the ability to “opt out” Where the notice is sent 30 days in advance of the passive enrollment.  The individual may opt out at an...
	14. HCBS Electronic Visit Verification System.  The state will demonstrate compliance with the Electronic Visit Verification System (EVV) requirements for personal care services (PCS) by January 1, 2020 and home health services by January 1, 2023 in a...
	15. HCBS Quality Systems and Strategy.  The state is expected to implement systems that measure and improve its performance to meet the waiver assurances set forth in 42 CFR 441.301 and 441.302.  The Quality Review provides a comprehensive assessment ...
	16. For 1915(c)-Approvable HCBS, for services that could have been authorized to individuals served under a 1915(c) waiver, the state must have an approved Quality Improvement Strategy and is required to develop and measure performance indicators for ...
	17. The state will submit a report to CMS which includes evidence on the status of the HCBS quality assurances and measures that adheres to the requirements outlined in the March 12, 2014, CMS Informational Bulletin, Modifications to Quality Measures ...
	18. The state must report annually the deficiencies found during the monitoring and evaluation of the HCBS waiver assurances, an explanation of how these deficiencies have been or are being corrected, as well as the steps that have been taken to ensur...
	19. For 1915(i)-Approvable HCBS, for services that could have been authorized to individuals served under a 1915(i) waiver, the state must have an approved Quality Improvement Strategy and is required to develop performance measures to address the fol...
	20. Person-centered planning.  The state assures there is a person-centered service plan for each individual determined to be eligible for HCBS.  The person-centered service plan is developed using a person-centered service planning process in accorda...
	21. Conflict of Interest: The state agrees that the entity that authorizes the services is external to the agency or agencies that provide the HCB services.  The state also agrees that appropriate separation of assessment, treatment planning and servi...
	22. Each beneficiary eligible for long term services and supports will have informed choice on their option to self-direct LTSS, have a designated representative direct LTSS on their behalf, or select traditional agency-based service delivery.  Both l...
	23. The state, either directly or through its MCO contracts must ensure that participants’ engagement and community participation is supported to the fullest extent desired by each participant. (MLTSS)
	24. The state will assure compliance with the characteristics of HCBS settings as described in 1915(c) and 1915(i) regulations in accordance with implementation/effective dates as published in the Federal Register.
	25. Beneficiaries may change managed care plans if their residential or employment support provider is no longer available through their current plan. (MLTSS)

	VI. DELIVERY SYSTEMS
	1. Contracts.  Procurement and the subsequent final contracts developed to implement selective contracting by the state with any provider group shall be subject to CMS approval prior to implementation.  Payments under contracts with public agencies, t...
	2. Managed Care Contracts.  No FFP is available for activities covered under contracts and/or modifications to existing contracts that are subject to 42 CFR §438 requirements prior to CMS approval of model contract language.  The state shall submit an...
	3. Managed Care Data Requirements.  All managed care organizations shall maintain an information system that collects, analyzes, integrates and reports data as set forth at 42 CFR §438.242.  This system shall include encounter data that can be reporte...
	a. Encounter Data (Health Plan Responsibilities).  The health plan must collect, maintain, validate and submit data for services furnished to enrollees as stipulated by the state in its contracts with the health plans.
	b. Encounter Data (State Responsibilities).  The state shall, in addition, develop mechanisms for the collection, reporting, and analysis of these, as well as a process to validate that each plan’s encounter data are timely, complete and accurate.  Th...
	c. Encounter Data Validation Study for New Capitated Managed Care Plans.  If the state contracts with new managed care organizations, the state shall conduct a validation study 18 months after the effective date of the contract to determine completene...
	d. Submission of Encounter Data to CMS.  The state shall submit encounter data to the Medicaid Statistical Information System (MSIS) and when required T-MSIS (Transformed MSIS) as is consistent with federal law and per STC 17 in Section III.  The stat...

	4. Interpretation Services and Culturally Competent Care.  The MCOs and other entities acting on behalf of the state Medicaid agency, including, but not limited to enrollment brokers, must have interpretation services and provide care that is consiste...
	5. Marketing Oversight.
	a. The state shall require each MCO to meet 42 CFR §438.104 and state marketing guidelines regarding prohibition of cold calls, use of government logos, and other standards.
	b. All materials used to market the MCO shall receive prior approval from the state.
	c. The state shall require through its contracts that each MCO provide all individuals who were not referred to the plan by the enrollment broker with information (in a format determined by the state) describing managed long term care, a list of avail...

	6. Managed Care Benefit Packages.  Individuals enrolled in managed care plans under the demonstration must receive from the managed care program the benefits as identified in Attachments A through D, respectively.  As noted in plan readiness and contr...
	7. Managed Care Rates Transition for HARPs.  While working towards a managed care capitated rate for HARPs, the state may not proceed with implementation in a region until it has approved HCBS fee for service rates for such region.  The state must sub...
	8. Managed Care Rate Transition for Nursing Facilities (NF).  As of February 1, 2015, plans are required to pay contracted nursing homes either the existing FFS rate or a negotiated rate which allows the nursing home and the plan to engage in other fi...
	a. MLTC transition rates must be phased out
	b. Documentation must be submitted identifying the unique and cumulative impact of the various capitation rate withholds
	c. Documentation must be submitted assessing gaps in rate setting for MLTC plans that necessitate funds to mitigate risks

	9. Behavioral Health Services Furnished by MMMC, HIV SNPs, and HARPs.  To the extent that an MCO is not able to meet the requirements for the management of the expanded behavioral health services, the MCO must contract with a managed care behavioral h...
	10. Independent Consumer Support Program.  To support the beneficiary’s experience receiving and applying to receive long term services and supports in a managed care environment, the state shall create and maintain a permanent independent consumer su...
	a. Organizational Structure.  The Independent Consumer Support Program shall operate independently from any MRT MCO.  Additionally, to the extent possible, the program shall also operate independently of the state Medicaid agency.
	b. Accessibility.  The services of the Independent Consumer Support Program shall be available to all Medicaid beneficiaries enrolled in MRT who are in need of LTSS (institutional, residential and community based) and must be accessible through multip...
	c. Functions.  The Independent Consumer Support Program shall assist beneficiaries to navigate and access covered LTSS, including the following activities:
	i. offer beneficiaries support in the pre-enrollment state, such as unbiased health plan choice counseling and general program-related information;
	ii. serve as an access point for complaints and concerns about health plan enrollment, access to services and other related matters;
	iii. help enrollees understand the fair hearing, grievance and appeal rights and processes within the health plan and at the state level, and assist them through the process if needed/requested; and
	iv. conduct trainings with MRT MCO and providers on community-based resources and supports that can be linked with covered plan benefits.

	d. Staffing.  The Independent Consumer Support Program must employ individuals who are knowledgeable about the state’s Medicaid programs; beneficiary protections and rights under Medicaid managed care arrangements; and the health and service needs of ...
	e. Data Collection and Reporting.  The Independent Consumer Support Program shall track the volume and nature of beneficiary contacts and the resolution of such contacts on a schedule and manner determined by the state, but no less frequently than qua...
	f. Geographic expansion of MLTC and LTSS in MMMC.  In any geographic location where the state is mandating MLTC or LTSS in MMMC, the state must have the Independent Consumer Support Program in place at least 30 days prior to enrollment procedures for ...

	11. Revision of the State Quality Strategy.  The state must update its Comprehensive Quality Strategy (CQS) to reflect all managed care plans operating under MMMC including HIV SNP, MLTC and HARP programs proposed through this demonstration and submit...
	a. The state’s goals for improvement, identified through claims and encounter data, quality metrics and expenditure data.  The goals should align with the three part aim but should be more specific in identifying specific pathways for the state to ach...
	b. The specific quality metrics for measuring improvement in the goals.  The metrics should be aligned with the Medicaid and CHIP adult and child core measures, and should also align with other existing Medicare and Medicaid federal measure sets where...
	c. Metrics should be measured at the following levels of aggregation: the state Medicaid agency, each managed care entity, and each direct health services provider.  The state will work with CMS to further define what types of metrics will be measured...
	d. The specific methodology for determining benchmark and target performance on these metrics for each aggregated level identified above (state, plan and provider).
	e. MLTSS essential elements as defined in the May 21, 2013 CMS Information Bulletin to its MMMC quality reporting system (QARR).
	f. The specific methodology for determining ongoing compliance with HCBS settings qualities.

	12. Required Components of the State Quality Strategy for LTSS.  The state must have a quality strategy specifically tailored to managed long term services and supports.  The quality strategy must address the following elements regarding the populatio...
	a. level of care assessments;
	b. services planning;
	c. health and welfare of enrollees;
	d. MLTSS essential elements as defined in the May 21, 2013 CMS Information Bulletin to its MMMC quality reporting system (QARR); and
	e. the specific methodology for determining ongoing compliance with HCBS settings qualities.

	13. Required Monitoring Activities by the State and/or EQRO.  The state’s EQR process for the MMMC and MLTC plans shall meet all the requirements of 42 CFR §438 Subpart E.  In addition, the state, or its EQRO shall monitor and annually evaluate the MC...
	a. MLTC Plan Eligibility Assessments.  To ensure that approved instruments are being used and applied appropriately and as necessary, and to ensure that individuals being served with LTSS meet the MLTC program eligibility requirements for plan enrollm...
	b. Service Plans.  To ensure that MCOs are appropriately creating and implementing service plans based on the enrollee’s identified needs.
	c. MCO credentialing and/or verification policies.  To ensure that LTSS services are provided by qualified providers.

	14. Access to Care, Network Adequacy and Coordination of Care Requirements for Long Term Services and Supports (LTSS).  The state shall set specific access and coordination requirements for MCO.  These standards should take into consideration individu...
	15. Demonstrating Network Adequacy.  Annually, each MCO must provide adequate assurances that it has sufficient capacity to serve the expected enrollment in its service area and offers an adequate coverage of benefits as described for the anticipated ...
	a. The state must verify these assurances by reviewing demographic, utilization and enrollment data for enrollees in the demonstration as well as:
	i. the number and types of providers available to provide covered services to the demonstration population;
	ii. the number of network providers accepting the new demonstration population; and
	iii. the geographic location of providers and demonstration populations, as shown through GeoAccess, similar software or other appropriate methods.

	b. The state must submit the documentation required in subparagraphs (i) – (iii) above to CMS with each annual report.
	c. Enrollees and their representatives must be provided with reference documents to maintain information about available providers and services in their plans.

	16. Advisory Committee as required in 42 CFR §438.  The state must maintain for the duration of the demonstration a managed care advisory group comprised of individuals and interested parties appointed pursuant to state law by the Legislature and Gove...
	17. Health Services to Native Americans Populations.  The plan currently in place for patient management and coordination of services for Medicaid-eligible Native Americans developed in consultation with the Indian tribes and/or representatives from t...

	VII. DELIVERY SYSTEM REFORM PROGRAM DESCRIPTION AND OBJECTIVES
	1. Medicaid Redesign Team (MRT)
	a. Background
	i. Safety Net System Transformation.  The DSRIP funds provider incentive payments to reward safety net providers when they undertake projects designed to transform the systems of care that support Medicaid beneficiaries and low income uninsured by add...
	1. Element 1: Appropriate Infrastructure.  The DSRIP will further the evolution of infrastructure and care processes to meet the needs of their communities in a more appropriate, effective and responsive fashion to meet key functional goals.  This wil...
	2. Element 2: Integration across settings.  The DSRIP will further the transformation of patient care systems to create strong links between different settings in which care is provided, including inpatient and outpatient settings, institutional and c...
	3. Element 3: Assuming responsibility for a defined population.  The DSRIP projects will be designed in ways that promote integrated systems assuming responsibility for the overall health needs of a population of Medicaid beneficiaries and low income ...
	4. Element 4: Procedures to reduce avoidable hospital use: guidepost for statewide reform.  New York has identified a statewide goal of reducing avoidable hospital use and improving outcomes in other key health and public health measures.  Effectively...
	5. Element 5: State managed care contracting reforms to establish and promote DSRIP objectives.  The state must also ensure that its managed care payment systems recognize, encourage and reward positive system transformation.  To fully accomplish DSRI...

	ii. State and Provider Accountability.  Overall DSRIP project funding is available up to the amounts specified in the special terms and conditions.  Such funding is subject to the Performing Provider System meeting ongoing milestones established pursu...

	b. Interim Access Assurance Fund (IAAF)
	i. Interim Access Assurance Fund.  To protect against degradation of current access to key health care services, limit unproductive disruption, and avoid gaps in the health delivery system, New York is authorized to make payments for the financial sup...
	1. Limit on FFP.  New York may expend up to $500 million in FFP for Interim Access Assurance payments for the period from the date of approval of the IAAF expenditure authority until December 31, 2014.  Contingent upon renewal of the demonstration, th...
	2. Funding.  The non-federal share of IAAF payments may be funded by state general revenue funds and transfers from units of local government that are compliant with section 1903(w) of the Act.  Any IAAF payments must remain with the provider receivin...

	ii. Interim Access Assurance Fund Requirements.
	1. The state will make all decisions regarding the distribution of IAAF payments to ensure that sufficient numbers and types of providers are available to Medicaid beneficiaries in the geographic area to provide access to care for Medicaid and uninsur...
	2. Before issuing any payments to providers, the state must post on its Website a list of qualifications that providers must meet to receive payments under this section, provide an opportunity for public comment for at least 14 days, and consider such...
	3. Following the end of the public comment period in (ii), the state will initiate an open application period of at least 14 days duration for providers to submit applications.
	4. If a provider otherwise meeting the qualifications of this section is also receiving funds through the state’s vital access program, or any other supplemental payment program for which the federal government provides matching funds, or Medicaid dis...

	iii. Reporting.
	1. Within 10 days of initiating payments under this section to a provider, the state must submit a report to CMS that states the total amount of the payment or payments, the amount of FFP that the state will claim, the source of the non-federal share ...
	2. In each quarterly progress report, the state will include a summary of all payments under this section made during the preceding quarter, including all information required in (A), and attach copies all reports submitted under (A) for payments made...
	3. When reporting payments under this section on the CMS-64, the state must include in Form CMS-64 Narrative a table that lists all payments by date, provider, and amount (broken down by source), and a reference to the quarterly progress report(s) whe...

	iv. IAAF payments.  The IAAF payments are not direct reimbursement for expenditures or payments for services.  Payments from the IAAF are not considered patient care revenue, and shall not be offset against disproportionate share hospital expenditures...

	c. Delivery System Reform Incentive Payment (DSRIP) Fund.  The terms and conditions in Section c apply to the State’s exercise of Expenditure Authority 9: Expenditures Related to the Delivery System Reform Incentive Payment (DSRIP) Fund.  These requir...
	d. Health Homes.  This component is to support health homes with building the infrastructure necessary to properly scale up the state's capability to better assist patients with multiple chronic illness, serious mental health and/or HIV, as described ...
	e. Behavioral Health (BH) Home and Community Based Services (HCBS).  This component is to fund the BH HCBS available to eligible HARP and HIV SNP enrollees (listed in Attachment D).  These services are designed to assist high needs individuals with se...
	f. MLTC Strategy.  The MLTC Workforce strategy includes initiatives to retrain and recruit professionals in the long term care sector.  The state may not claim for MLTC Strategies until CMS approves revisions to Attachment I.

	2. Safety Net Definition.  The definition of safety net provider for hospitals will be based on the environment in which the Performing Provider System operates.  Below is the safety net definition:
	a. A hospital must meet one of the following criteria to participate in a Performing Provider System:
	i. Be either a public hospital, Critical Access Hospital or Sole Community Hospital
	ii. Pass the two tests described below.
	1. At least 35 percent of all patient volume in their outpatient lines of business must be associated with Medicaid, uninsured and Dual Eligible individuals
	2. At least 30 percent of inpatient treatment must be associated with Medicaid, uninsured and Dual Eligible individuals

	iii. Serve at least 30 percent of all Medicaid, uninsured and Dual Eligible members in the proposed county or multi-county community.  The state will use Medicaid claims and encounter data as well as other sources to verify this claim.  The state rese...

	b. Non-hospital based providers, not participating as part of a state-designated health home, must have at least 35 percent of all patient volume in their primary lines of business and must be associated with Medicaid, uninsured and Dual Eligible indi...
	c. Vital Access Provider Exception: The state will consider exceptions to the safety net definition on a case-by-case basis if it is deemed in the best interest of Medicaid members.  Any exceptions that are considered must be approved by CMS and must ...
	i. A community will not be served without granting the exception because no other eligible provider is willing or capable of serving the community.
	ii. Any hospital is uniquely qualified to serve based on services provided, financial viability, relationships within the community, and/or clear track record of success in reducing avoidable hospital use.
	iii. Any state-designated health home or group of health homes.

	d. Non-qualifying providers can participate in Performing Providers Systems.  However, non-qualifying providers are eligible to receive DSRIP payments totaling no more than 5 percent of a project’s total valuation.  CMS can approve payments above this...

	3. Performing Provider Systems.  The safety net providers that are funded to participate in a DSRIP project are called “Performing Provider Systems.”  Performing Provider Systems that complete project milestones and measures as specified in Attachment...
	4. Two DSRIP Pools.  Performing Provider Systems will be able to apply for funding from one of two DSRIP pools: Public Hospital Transformation Fund and Safety Net Performance Provider System Transformation Fund.
	a. The Public Hospital Transformation Fund will be open to applicants led by a major public hospital system.  The public hospital systems allowed to participate in this pool include:
	i. Health and Hospitals Corporation of New York City
	ii. State University of New York Medical Centers
	iii. Nassau University Medical Center
	iv. Westchester County Medical Center
	v. Erie County Medical Center

	b. The Safety Net Performance Provider System Transformation Fund would be available to all other DSRIP eligible providers.
	c. Allocation of funds between the two pools will be determined after applications have been submitted, based on the valuation of applications submitted to each pool.  The valuation framework is described in STC 8 of this section and will be further s...
	d. There is also a Performance Pool within the two DSRIP pools, as described in the Program Funding and Mechanics Protocol (Attachment I).

	5. Coalitions and Attributed Population.  Major public general hospitals and other safety net providers are strongly required to form coalitions that apply collectively as a single Performing Provider System.  Coalitions will be evaluated on performan...
	a. Coalitions must designate a lead coalition provider who will be held responsible under the DSRIP for ensuring that the coalition meets all requirements of Performing Provider Systems, including reporting to the state and CMS.
	b. Coalitions must establish a clear business relationship between the component providers, including a joint budget and funding distribution plan that specifies in advance the methodology for distributing funding to participating providers.  The fund...
	c. Each Performing Providers System must, in the aggregate, identify a proposed population for DSRIP.  The proposed population will be aligned with the population attribution methodology specified in the Program Funding and Mechanics Protocol.  The at...
	d. Each coalition must have a data agreement in place to share and manage data on system- wide performance.

	6. Objectives.  Performing Provider Systems will design and implement projects that aim to achieve each of the following objectives or sub-parts of objectives, which are elaborated further in the DSRIP Strategies Menu and Metrics (Attachment J).  To p...
	a. The creation of appropriate infrastructure and care processes based on community need, in order to promote efficiency of operations and support prevention and early intervention.
	b. The integration of settings through the cooperation of inpatient and outpatient, institutional and community based providers, in coordinating and providing care for patients across the spectrum of settings in order to promote health and better outc...
	c. Population health management as described in the attribution section of the Program Funding and Mechanics Protocol.

	7. Project Milestones.  Progress towards achieving the goals specified above will be assessed by specific milestones for each project, which are measured by particular metrics that are further defined in the DSRIP Strategies Menu and Metrics (Attachme...
	a. Project progress milestones (Domain 1).  Investments in technology, tools, and human resources that will strengthen the ability of the Performing Provider Systems to serve target populations and pursue DSRIP project goals.  Performance in this doma...
	b. System transformation milestones (Domain 2).  As described further in the Project Menu, this includes outcomes that reflect the four subparts of the goal on system transformation, including measures of inpatient/ outpatient balance, increased prima...
	c. Clinical improvement milestones (Domain 3): As described further in the Project Menu, this domain includes metrics that reflect improved quality of care for Medicaid beneficiaries; including the goal of reducing avoidable hospital use and improveme...
	d. Population-wide Strategy Implementation Milestones (Domain 4).  DSRIP Performing Provider Systems will be responsible for reporting on progress on strategies they have chosen related to the Prevention Agenda as identified in DSRIP Strategies Menu a...

	8. DSRIP Project Plan.  Performing Provider Systems must develop a DSRIP project plan that is based on one or more of the projects specified in the DSRIP Strategies Menu and Metrics (Attachment J) and complies with all requirements specified in the DS...
	a. Rationale for Project Selection.
	i. Each DSRIP project plan must identify the target populations, program(s), and specific milestones for the proposed project, which must be chosen from the options described in the approved DSRIP Strategies Menu and Metrics.
	ii. Goals of the project plan should be aligned with each of the objectives as described in STC 6 of this section.
	iii. Milestones should be organized as described above in STC 7 of this section reflecting the three overall goals and subparts for each goal as necessary.
	iv. The project plan must describe the need being addressed and the starting point (including baseline data consistent with the agreement between CMS and the state) of the Performing Provider System related to the project.  The starting point of the p...
	v. Based on the starting point the Performing Provider System must describe its 5-year expected outcome for each of the domains described in STC 7 of this section.  Supporting evidence for the potential for the interventions to achieve these changes s...
	vi. The DSRIP Project Plan shall include a description of the processes used by the Performing Provider System to engage and reach out to stakeholders, including a plan for ongoing engagement with the public, based on the process described in the Oper...
	vii. Performing Provider Systems must demonstrate how the project will transform the delivery system for the target population and do so in a manner that is aligned with the central goals of DSRIP, and in a manner that will be sustainable after DDY5. ...
	viii. The plan must include an approach to rapid cycle evaluation that informs the system in a timely fashion of its progress, how that information will be consumed by the system to drive transformation and who will be accountable for results, includi...
	ix. The plan must contain a comprehensive workforce strategy.  This strategy will identify all workforce implications – including employment levels, wages and benefits, and distribution of skills – and present a plan for how workers will be trained an...

	b. Description of Project Activities.
	i. Each plan must feature strategies from all domains described in STC 7 of this section and the DSRIP Strategies Menu and Metrics.
	ii. For each domain of a project, there must be at least one associated outcome metric that must be reported in all years, years 1 through 5.  The initially submitted DSRIP project plan must include baseline data on all measures, should demonstrate th...

	c. Justification of Project Funding.
	i. The DSRIP project plan shall include a joint budget and funding distribution plan as provided for in DSRIP Program Funding and Mechanics Protocol (Attachment I) and a description of the Performing Provider System or provider coalition’s overall app...
	ii. DSRIP project plans shall include any information necessary to describe and detail mechanisms for the state to properly receive intergovernmental transfer payments (as applicable and further described in the program funding and mechanics protocol).


	9. Project Valuation.  DSRIP payments are earned for meeting the performance milestones (as specified in each approved DSRIP project plan).  The value of funding for each milestone and for DSRIP projects overall should be proportionate to its potentia...
	a. Maximum project valuation.  As described further in the Program Funding and Mechanics Protocol, a maximum valuation for each project on the project menu shall be calculated based on the following valuation components as specified in the Program Fun...
	i. Index score of transformation potential.  The state will use a standardized index to score each project on the project menu, based on its anticipated delivery system transformation.  This index will include factors of anticipated transformation, su...
	ii. Valuation benchmark.  The project index score will be multiplied by a valuation benchmark in combination with the components below for all DSRIP projects in order to determine the maximum valuation for the project, as specified in the Program Fund...
	iii. DSRIP Project Plan Application Score.  Based on the Performing Provider System’s application, each project plan will receive a score based on the fidelity to the project description and likelihood of achieving improvement by using that project.
	1. Number of Attributed Beneficiaries.  Number of beneficiaries attributed to each performing provider’s project plan
	2. Number of DSRIP Months.  Number of DSRIP months that will be paid for under the DSRIP project plan.


	b. Progress milestones and outcome milestones.  A DSRIP project’s total valuation will be distributed across the milestones described in the DSRIP project plan, according to the specifications described in the Program Funding and Mechanics Protocol (A...
	c. Performance based payments.  Performing Provider Systems may not receive payment for metrics achieved prior to the baseline period set by CMS and the State in accordance with these STCs and the funding and mechanics protocol and achievement of all ...

	10. Pre-implementation activities.  In order to authorize DSRIP funding for DDY 1 to 5, the state must meet the following implementation milestones according to the timeline outlined in these STCs and must successfully renew the demonstration accordin...
	a. Project Design Grants.  During DSRIP Year 0, the state may provide allotted amounts to providers for DSRIP Design Grants from a designated Design Grant Fund.  These grants will enable providers to develop specific and comprehensive DSRIP Project Pl...
	i. Submitting a proposal for a DSRIP Project Design Grant.  Providers and coalitions must submit a DSRIP design proposal as an application for a design.  The state will review proposals and award design grants at any time during the pre-implementation...
	ii. Use of Design Grant Funds.  The providers and coalitions that receive DSRIP project design grants must use their grant funds to prepare a DSRIP project plan to prepare the provider’s application for a DSRIP award.  Providers and coalitions that re...

	b. Public comment period.  The state must engage the public and all affected stakeholders (including community stakeholders, Medicaid beneficiaries, physician groups, hospitals, and health plans) by publishing the development of the DSRIP Program Fund...
	c. Allowable changes to DSRIP protocols.  The state must post the public comments received and any technical modifications the state makes to the DSRIP Program Funding and Mechanics Protocol and DSRIP Strategies Menu and Metrics (Attachments I and J)....
	d. Baseline data on DSRIP measures.  The state must use existing data accumulated prior to implementation to identify performance goals for performing providers.  The state must identify high performance levels for all anticipated measures in order to...
	e. Procurement of entities to assist in the administration and evaluation of DSRIP.  The state will identify independent entities with expertise in delivery system improvement, including an independent assessor, an independent evaluator and monitoring...
	i. Independent Assessor: Conduct a transparent review of all proposed DSRIP project plans and make project approval recommendations to the state.
	ii. Independent Evaluator: Assist with the continuous quality improvement activities.
	iii. Administrative Costs: Monitor administrative costs the state incurs associated with the management of DSRIP reports and other data.
	1. The state must describe the functions of each independent entity and their relationship with the state as part of its Operational Protocol (Attachment K)
	2. The state may elect to require IGTs to be used to fund the non-federal share of the administrative activities, as permitted under the state plan.
	3. Spending on the independent entities and other administrative cost associated within the DSRIP fund is classified as a state administrative activity of operating the state plan as affected by this demonstration.  The state must ensure that all admi...


	f. Submit evaluation plan.  The state must submit an evaluation plan for DSRIP consistent with the requirements of STC 19 of this section no later than 120 days after award of the DSRIP program.  Further, the state must identify an independent evaluat...
	g. Update comprehensive quality strategy.  The state must update its comprehensive quality strategy, defined in Section VI, to ensure the investment in DSRIP programs will complement and be supported by the state’s managed care quality activities and ...
	h. DSRIP Operational Protocol.  The state shall submit for CMS approval a draft operational protocol for approving, overseeing, and evaluating DSRIP project grants no later than 90 days after the award of the Demonstration.  The protocol is subject to...
	i. The Operational Protocol, including required baseline and ongoing data reporting, independent assessor protocols, performing provider requirements, and monitoring/evaluation criteria shall align with the CMS approved evaluation design and the monit...
	ii. The state shall make the necessary arrangements to assure that the data needed from the Performing Provider Systems, and data needed from other sources, are available as required by the CMS approved monitoring protocol.
	iii. The Operational Protocol and reports shall be posted on the state Medicaid website within 30 days of CMS approval.

	i. CMS Oversight of Pre-implementation Activities.  CMS reserves the right to provide oversight over the state’s pre-implementation activities in order to document late submissions and missed deliverables without notice of a delay from the state.  Not...
	j. Updated DSRIP Program Funding and Mechanics Protocol (Attachment I) and DSRIP Strategies Menu and Metrics Protocol (Attachment J).  Attachments I and J will be updated by December 31, 2016.

	11. DSRIP proposal and project plan review.  In accordance with the schedule outlined in these STCs and the process described further in the Program Funding and Mechanics Protocol (Attachment I), the state and the assigned independent assessor must re...
	a. Review tool.  The state will develop a standardized review tool that the independent assessor will use to review DSRIP project plans and ensure compliance with these STCs and associated protocols.  The review tool will be available for public comme...
	b. Role of the Independent assessor.  An independent assessor will review project proposals using the state’s review tool and consider anticipated project performance.  The independent assessor shall make recommendations to the state regarding approva...
	c. Public comment.  Project proposals will be public documents and subject to public comment.  The public will have no less than 30 days from the date of project posting to submit comments for specific project proposals, according to the process descr...
	d. Mid-point assessment.  During DDY 2, the state’s independent assessor shall assess project performance to determine whether DSRIP project plans merit continued funding and provide recommendations to the state.  If the state decides to discontinue s...

	12. Monitoring.  With the assistance of the independent assessor, the state will be actively involved in ongoing monitoring of DSRIP projects, including but not limited to the following activities.
	a. Review of milestone achievement.  At least two times per year, Performing Provider Systems seeking payment under the DSRIP program shall submit reports to the state demonstrating progress on each of their projects as measured by project-specific mi...
	b. Quarterly DSRIP Operational Protocol Report.  The state shall provide quarterly updates to CMS and the public on the operation of the DSRIP program.  The reports shall provide sufficient information for CMS to understand implementation progress of ...
	c. Learning collaboratives.  With funding available through this demonstration, the state will support regular learning collaboratives regionally and at the state level, which will be a required activity for all Performing Provider Systems, and may be...
	d. Rapid cycle evaluation.  In addition to the comprehensive evaluation of DSRIP described in STC 22 of this section, the state will be responsible for compiling data on DSRIP performance after each milestone reporting period and summarizing DSRIP per...
	e. Additional progress milestones for at risk projects.  Based on the information contained in the Performing Provider System’s semiannual report or other monitoring and evaluation information collected, the state or CMS may identify particular projec...
	f. Annual discussion and site visits.  In addition to regular monitoring calls, the State shall on an annual basis present to and participate in a discussion with CMS on implementation progress of the demonstration including progress toward the goals,...
	g. Application, review, oversight, and monitoring database.  The state will ensure that there is a well maintained and structured database, containing as data elements all parts and aspects of Performing Provider Systems’ DSRIP project plans including...
	i. electronic submission of project plans by Performing Provider Systems;
	ii. public comment on project plans;
	iii. review of project plans by the independent assessor, state, and other independent participants in project plan review and scoring;
	iv. electronic submission by Performing Provider Systems of their performance data;
	v. generation of reports, containing (at a minimum) the elements in STC 34 of this section, that can be submitted to CMS to document and support amounts claimed for DSRIP payments on the CMS-64;
	vi. summaries of DSRIP project plans submissions, scoring, approval/denial, milestone achievement, and payments that can be accessed by the public;
	vii. database queries, and export all or a portion of the data to Excel, SAS, or other software platforms; and
	viii. On-line access rights for CMS.


	13. Financial requirements applying to DSRIP payments generally.
	a. The non-Federal share of Fund payments to providers may be funded by state general revenue funds, and transfers from units of local government consistent with federal law.  However, Federal Participation received from Designated State Health Progra...
	b. The state must inform CMS of the funding of all DSRIP payments to providers through a quarterly payment report to be submitted to CMS within 60 days after the end of each quarter, as required under STC 34 of this section.  This report must identify...
	c. The state will ensure that any lack of adequate funds from local sources will not result in lowering the amount, duration, scope or quality of Medicaid services available under the state plan or this demonstration.  The preceding sentence is not in...
	d. The state may not claim FFP for DSRIP Payments until both the state and CMS, have concluded that the Performing Provider Systems have met the performance indicated for each payment.  Performing Providers Systems’ reports must contain sufficient dat...
	e. Each quarter the State makes DSRIP Payments or IAAF payments and claims FFP, appropriate supporting documentation will be made available for CMS to determine the appropriate amount of the payments.  Supporting documentation may include, but is not ...
	f. DSRIP Payments are not direct reimbursement for expenditures or payments for services.  Payments from the DSRIP Fund are intended to support and reward Performing Provider Systems for improvements in their delivery systems that support the simultan...
	g. DSRIP payments will be applied to the quarter in which the award was earned.

	14. Limits on Federal Financial Participation.
	a. Use of FFP.  The state will receive up to a total of $8 billion FFP to support MRT activities: $6.92 billion for DSRIP, $500 million of which will be for the IAAF (which expired December 31, 2014), and the remaining amount to be authorized for othe...
	b. MRT Cap.  The State can claim FFP for MRT expenditures in each DSRIP Year up to the limits shown in the table below.  Each DSRIP Project Plan must specify the DSRIP Year to which each milestone pertains; all incentive payments associated with meeti...
	c. One-year DSRIP funding carry-over.  If a Performing Provider System does not fully achieve a metric in Domains 2, 3 or 4 that was specified in its approved DSRIP project plan for completion in a particular DSRIP year, the Performing Provider System...
	d. Fund Allocations According to MRT Demonstration Year.  Table 8 below shows funding limits for the life of the demonstration.
	i. Changes to the amounts specified in Table 8 requires an amendment, following processes outlined in STC 7 of section III.
	ii. Sources of non-federal funding must be compliant with section 1903(w) of the Act and applicable regulations.  To the extent that federal funds from any federal programs are received for the DSHP listed in Attachment I, they shall not be used as a ...

	e. Notwithstanding the limits in STC 1(a) and 15(a) in this section, to the extent that the state elects to limit supplemental payments to an institutional provider class otherwise authorized under its state plan in any state fiscal year during which ...
	f. Statewide accountability.  Beginning in DSRIP Year 3, the limits on DSHP funding and on total DSRIP payments described in paragraph (a) above may be reduced based on statewide performance, according to the process described in the Program Funding a...
	g. Statewide performance Statewide performance will be assessed on a pass or fail basis, for a set of 4 milestones.
	i. Statewide performance on universal set of delivery system improvement metrics (as defined in Attachment J).  Metrics for delivery system reform will be determined at a statewide level.  Each metric will be calculated to reflect the performance of t...
	ii. A composite measure of success of projects statewide on project-specific and population wide quality metrics.  This test is intended to reflect the success of every project in achieving the goals that have been assigned to each project, including ...
	iii. Growth in statewide total Medicaid spending, including MRT spending, that is at or below the target trend rate (Measure applies in DDY4 and DDY5).  The per member per month (PMPM) amounts will be adjusted to exclude growth in federal funding asso...
	iv. Implementation of the managed care plan, including targets agreed upon by CMS and the state after receipt of the managed care contracting plan in STC 38 of this section related to reimbursement of plans and providers consistent with DSRIP objectiv...

	h. The state must achieve all four milestones to avoid DSRIP reductions.  If the state fails on any of the 4 targets, the amount of the reduction is as described in table 9.

	15. Designated State Health Programs (DSHPs).  To the extent that the state increases its Medicaid expenditures through its DSRIP program, and achieves the metrics that are a condition for DSRIP payment, the state may claim federal matching funding fo...
	a. Limit on FFP for DSHP.  The amount of FFP that the state may receive for DSHP may not exceed the limit described below.  If upon review, the amount of FFP received by the state is found to have exceeded the applicable limit, the excess must be retu...
	i. $188 million
	ii. Combined non-federal share of IAAF Payments, DSRIP Project Design Grant payments and DSRIP administrative costs in 2014
	iii. Federal share of total matchable DSHP expenditures in 2014 as outlined below

	b. DSHP List 1.  The state may claim FFP in support of DSRIP for List 1 DSHP expenditures (excluding expenditures that are otherwise eligible for federal support or that are eligible for payment by third party payers) made after March 31, 2014.  The s...
	i. Health Care Reform Act programs including:
	1. AIDS Drug Assistance.  The ADAP (AIDS Drug Assistance Program) provides life-saving medications; ADAP Plus provides HIV primary care services; the Home Care Program provides care in the home; and the ADAP plus Insurance Continuation (APIC) program ...
	2. Tobacco Use Prevention and Control.  The New York State Department of Health Tobacco Control Program (NY TCP) goal is to establish a tobacco-free for all New Yorkers and works towards that goal by implementing a policy-driven, population and eviden...
	3. Health Workforce Retraining.  This program trains health care workers for positions and occupations with shortages of health care workers and provides employment for health care workers who need new jobs and/or new skills because of changes in the ...

	ii. State Office on Aging programs including:
	1. Community Services for the Elderly.  This county-administered program provides a broad range of community-based supportive services to allow frail, low income elderly (non-Medicaid eligible) to maintain their independence and remain in the communit...
	2. Expanded In-Home Services to the Elderly.  This county-administered program provides in-home services for the functionally impaired low income elderly (non-Medicaid eligible) to allow them to remain in the community, thus avoiding the need for inst...

	iii. Office of Children and Family Services, Committees on Special Education direct care programs.  Committees on Special Education (CSE) are the primary placing system for providing special education services for children with educational disabilitie...
	iv. State Department of Health, Early Intervention Program Services (EPAC).  Part C of the Individuals with Disabilities Education Act established the Early Intervention Program (EIP) to provide a comprehensive system of early intervention services fo...

	c. DSHP List 2.  The state may claim FFP in support of DSHP for List 2 DSHP expenditures (excluding expenditures that are otherwise eligible for federal support or that are eligible for payment by third party payers) made after December 31, 2014.  The...
	i. Childhood Lead Poisoning Primary Prevention.  In an effort to eliminate childhood lead poisoning in New York State, the Childhood Lead Poisoning Primary Prevention Program’s goal is to increase the availability and number of housing units that are ...
	ii. Healthy Neighborhoods Program.  The New York State Healthy Neighborhoods Program (HNP) seeks to reduce the burden of housing related illnesses and injury.  The program targets housing in high-risk areas that are identified using house, health and ...
	iii. Cancer Services Programs.  The NYSDOH Cancer Services Program (CSP) oversees the delivery of comprehensive breast, cervical and colorectal cancer screening and diagnostic services to eligible uninsured and underinsured individuals in New York Sta...
	iv. Obesity and Diabetes Programs.  The Obesity and Diabetes Prevention Programs are designed to raise public and professional awareness of the twin epidemics of obesity and diabetes, reduce the prevalence of these diseases and their risk factors, and...
	v. TB Treatment, Detection and Prevention.  The Public Health Campaign funds support Tuberculosis (TB) contracts with twelve local health departments (including the New York City Department of Health) for maintenance of local public health infrastruct...
	vi. TB Directly Observed Therapy.  National Tuberculosis (TB) treatment guidelines strongly recommend using a patient-centered case management approach including directly observed therapy (DOT) when treating persons with active TB disease.  DOT is esp...
	vii. General Public Health Work.  This program is under review by CMS and is not yet an allowed DSHP.
	viii. Newborn Screening Programs.  The Newborn Screening Program performs more than 11 million screens annually for more than 40 congenital disorders and exposure to the human immunodeficiency virus (HIV).  The tests are conducted on the approximately...

	d. DSHP List 3.  The state may claim FFP in support of DSRIP for List 3 DSHP expenditures not used for DD Transformation and exclude expenditures that are otherwise eligible for federal support or that are eligible for payment by third party payers.  ...
	i. Office of Mental Health.  Funds are used for a range of services and in a range of settings to provide treatment designed to reduce symptoms, improve functioning and ensure ongoing support for individuals experiencing serious and persistent mental ...
	1. Licensed Outpatient Programs
	2. Care Management
	3. Emergency Programs
	4. Rehabilitation Services
	5. Residential (Non-Treatment)
	6. Community Support Programs

	ii. Office for People with Developmental Disabilities.  These programs provide a range of programs designed to identify people with developmental disabilities (including autism), improve functioning for those with developmental disabilities, and to pr...
	1. Day Training
	2. Family Support Services
	3. Jervis Clinic (diagnostic center)
	4. Intermediate Care Facilities
	5. HCBS Residential
	6. Supported Work (SEMP)
	7. Day Habilitation
	8. Care Management
	9. Pre-vocational Services
	10. Waiver Respite (temporary relief to care-givers)
	11. Clinics - Article 16 (primarily long-term therapies)

	iii. Office of Alcoholism and Substance Abuse Services.  These programs support prevention and provide funds support safety net services for individuals who would otherwise be at risk of hospitalization or more costly Medicaid services requiring incre...
	1. Outpatient and Opioid Treatment Programs.
	2. Prevention and Program Support Services


	e. DSHP Claiming Protocol.  The state will develop a CMS-approved DSHP claiming protocol with which the state will be required to comply in order to draw down DSHP funds for DSRIP.  State expenditures for the DSHP listed above must be documented in ac...
	i. The sources of non-federal share revenue, full expenditures and rates.
	ii. Program performance measures, baseline performance measure values, and improvement goals.  (CMS may, at its option, approve the DSHP Claiming Protocol for a DSHP without this feature.)
	iii. Procedures to ensure that FFP is not provided for any of the following types of expenditures:
	1. Grant funding to test new models of care
	2. Construction costs (bricks and mortar)
	3. Room and board expenditures
	4. Animal shelters and vaccines
	5. School based programs for children
	6. Unspecified projects
	7. Debt relief and restructuring
	8. Costs to close facilities
	9. HIT/HIE expenditures
	10. Services provided to undocumented individuals
	11. Sheltered workshops
	12. Research expenditures
	13. Rent and utility subsidies
	14. Prisons, correctional facilities, and services provided to individuals who are civilly committed and unable to leave
	15. Revolving capital fund
	16. Expenditures made to meet a maintenance of effort requirement for any federal grant program
	17. Administrative costs
	18. Cost of services for which payment was made by Medicaid or CHIP (including from managed care plans)
	19. Cost of services for which payment was made by Medicare or Medicare Advantage
	20. Funds from other federal grants
	21. Needle-exchange programs

	iv. Procedures to ensure that FFP is not claimed for expenditures that are claimed for any other federal funding purpose, including as part of a state maintenance of effort requirement under other grant programs.

	f. DSHP Claiming Process.
	i. Documentation of each designated state health program’s expenditures, as specified in the DSHP Protocol, must be clearly outlined in the state's supporting work papers and be made available to CMS.
	ii. In order to assure CMS that Medicaid funds are used for allowable expenditures, the state will be required to document through an Accounting and Voucher system its request for DSHP payments.  The vouchers will be detailed in the services being req...
	iii. Federal funds must be claimed within two years following the calendar quarter in which the state disburses expenditures for the DSHP.
	iv. Federal funds are not available expenditures disbursed before April 1, 2014, or for services rendered prior to April 1, 2014.
	v. Federal funds are not available for expenditures disbursed after March 31, 2020, or for services rendered after March 31, 2020.
	vi. Sources of non-federal funding must be compliant with section 1903(w) of the Act and applicable regulations.  To the extent that federal funds from any federal programs are received for the DSHP listed above, they shall not be used as a source of ...
	vii. The administrative costs associated with the DSHP listed above, and any others subsequently added by amendment to the demonstration, shall not be included in any way as demonstration and/or other Medicaid expenditures.
	viii. Any changes to the DSHP listed above shall be considered an amendment to the demonstration and processed in accordance with STC 7 in Section III.

	g. Reporting DSHP Expenditure.  The state will report all DSHP expenditures listed above on the forms CMS-64.9 Waiver and/or 64.9P Waiver as well as on the appropriate forms CMS-64.9I and CMS-64PI under the waiver name:
	i. “DSHP for DSRIP” (if in support of DSRIP)
	ii. “DSHP for IAAF” (if in support of Interim Access Assurance Fund payments)


	16. Budget Neutrality Review.  In conjunction with any demonstration renewal beyond December 31, 2014, CMS reserves the right to modify the budget neutrality agreement consistent with budget neutrality policy.
	17. Improved Management Controls.  The state and CMS agree that, in conjunction with any demonstration renewal beyond December 31, 2014, the state will undertake additional activities and steps to strengthen internal controls, compliance with federal ...
	18. DSRIP Transparency.  During the 30 day public comment period for the DSRIP Program Funding and Mechanics protocol (Attachment I), DSRIP Strategies Menu and Metrics (Attachment J), the state must have conducted at least two public hearings regardin...
	a. Administrative Record.  CMS will maintain, and publish on its public Web site, an administrative record that may include, but is not limited to the following:
	i. the demonstration application from the state;
	ii. written public comments sent to the CMS and any CMS responses;
	iii. if an application is approved, the final special terms and conditions, waivers, expenditure authorities, and award letter sent to the state;
	iv. if an application is denied, the disapproval letter sent to the state;
	v. the state acceptance letter, as applicable;
	vi. specific requirements related to the approved and agreed upon terms and conditions, such as implementation reviews, evaluation design, quarterly progress reports, annual reports, and interim and/or final evaluation reports; and
	vii. Notice of the demonstration’s suspension or termination, if applicable.

	b. Other Documentation.  CMS will provide sufficient documentation to address substantive issues relating to the approval documentation that should comprehensively set forth the basis, purpose, and conditions for the approved demonstration.

	19. Submission of Draft Evaluation Design.  The state shall submit a draft DSRIP evaluation design to CMS no later than 120 days after the award of the demonstration, including, but not limited to data that the state proposes to be used to evaluate DS...
	20. Submission of Final Evaluation Design.  The state shall provide the Final Evaluation Design within 30 days of selecting the Independent Evaluator.  If CMS finds that the Final Evaluation Design adequately accommodates its comments, then CMS will a...
	21. Evaluation Requirements.  The state must conform to all requirements noted in STC 2 of Section XI.  The state shall engage the public in the development of its evaluation design.  The demonstration evaluation will meet the prevailing standards of ...
	a. the scientific rigor of the analysis;
	b. a discussion of the goals, objectives and specific hypotheses that are to be tested;
	c. specific performance and outcomes measures used to evaluate the demonstration’s impact;
	d. how the analysis will support a determination of cost effectiveness;
	e. data strategy including sources of data, sampling methodology, and how data will be obtained;
	f. the unique contributions and interactions of other initiatives; and
	g. how the evaluation and reporting will develop and be maintained.

	22. Evaluation Design.  The Evaluation Design shall include the following core components to be approved by CMS:
	a. Research questions and hypotheses.  This includes a statement of the specific research questions and testable hypotheses that address the goals of the demonstration, including:
	i. safety net system transformation at both the system and state level;
	ii. accountability for reducing avoidable hospital use and improvements in other health an public health measures at both the system and state level; and
	iii. efforts to ensure sustainability of transformation of/in the managed care environment at the state level.

	b. Design.  The design will include a description of the quantitative and qualitative study design (e.g., cohort, controlled before-and-after studies, interrupted time series, case-control, etc.), including a rationale for the design selected.  The di...
	c. Performance Measures: This includes identification, for each hypothesis, of quantitative and/or qualitative process and/or outcome measures that adequately assess the effectiveness of the Demonstration in terms of cost of services and total costs o...
	d. Data Collection.  This discussion shall include: a description of the data sources; the frequency and timing of data collection; and the method of data collection.  The following shall be considered and included as appropriate:
	i. Medicaid encounter and claims data in Transformed Medicaid Statistical Information System (TMSIS);
	ii. enrollment data;
	iii. EHR data, where available,;
	iv. semiannual financial and other reporting data;
	v. managed care contracting data;
	vi. consumer and provider surveys; and
	vii. other data needed to support performance measurement.

	e. Assurances Needed to Obtain Data.  The design report will discuss the state’s arrangements to assure needed data to support the evaluation design are available.
	f. Data Analysis.  This includes a detailed discussion of the method of data evaluation, including appropriate statistical methods that will allow for the effects of the Demonstration to be isolated from other initiatives occurring in the state.  The ...
	g. Timeline: This includes a timeline for evaluation related milestones, including those related to procurement of an outside contractor, if applicable, and deliverables.
	h. Evaluator: This includes a discussion of the state’s process for obtaining an independent entity to conduct the evaluation, including a description of the qualifications that the selected entity must possess; how the state will assure no conflict o...

	23. Interim Evaluation Report.  The state is required to submit a draft Interim Evaluation Report 90 days following completion of DDY 4 of the demonstration.  The Interim Evaluation Report shall include the same core components as identified in STC 24...
	24. Final Summative Evaluation Report.  The Final Summative Evaluation Report will include analysis of data from DDY 5.  The state is required to submit a preliminary summative report within 180 days of the expiration of the demonstration including do...
	a. Executive Summary.  This includes a concise summary of the goals of the Demonstration; the evaluation questions and hypotheses tested; key findings including whether the evaluators find the demonstration to be budget neutral and cost effective; and...
	b. Demonstration Description.  This includes a description of the Demonstration programmatic goals and strategies, particularly how they relate to budget neutrality and cost effectiveness.
	c. Study Design.  This includes a discussion of the evaluation design employed including research questions and hypotheses; type of study design; impacted populations and stakeholders; data sources; and data collection; analysis techniques, including ...
	d. Discussion of Findings and Conclusions.  This includes a summary of the key findings and outcomes, particularly a discussion of cost effectiveness, as well as implementation successes, challenges, and lessons learned.
	e. Policy Implications.  This includes an interpretation of the conclusions; the impact of the demonstration within the health delivery system in the state; the implications for state and federal health policy; and the potential for successful demonst...
	f. Interactions with Other State Initiatives.  This includes a discussion of this demonstration within an overall Medicaid context and long range planning; interrelations of the demonstration with other aspects of the state’s Medicaid program; and int...

	25. State Presentations for CMS.  The state will present to and participate in a discussion with CMS on the final design plan at post approval.  The state will present on its interim evaluation report that is described in STC 23 of this section.  The ...
	26. Public Access.  The state shall post the final approved Evaluation Design, Interim Evaluation Report, and Summative Evaluation Report on the State Medicaid website within 30 days of approval by CMS.
	27. CMS Notification.  For a period of 24 months following CMS approval of the Summative Evaluation Report, CMS will be notified prior to the public release or presentation of these reports and related journal articles, by the state, contractor or any...
	28. Electronic Submission of Reports.  The state shall submit all required plans and reports using the process stipulated by CMS, if applicable.
	29. Cooperation with Federal Evaluators.  Should CMS undertake an evaluation of the demonstration or any component of the demonstration, or an evaluation that is isolating the effects of DSRIP, the state and its evaluation contractor shall cooperate f...
	30. Cooperation with Federal Learning Collaboration Efforts.  The state will cooperate with improvement and learning collaboration efforts by CMS.
	31. Evaluation Budget.  In addition to a detailed evaluation design, a proposed budget for the evaluation will be a requirement for applications submitted under the Request for Proposals (RFP) to procure the Independent Evaluator.  It must include the...
	32. DSRIP Implementation Monitoring.  The state must ensure that they are operating its DSRIP program according to the requirements of the governing STCs.  In order to demonstrate adequate implementation monitoring towards the completion of these requ...
	a. DSRIP monitoring activities, in STC 33of this section as a part of the operational protocol in STC 10 (h) of this section, indicating how the state will monitor compliance with demonstration requirements in the implementation of this demonstration,...
	b. Data usage agreements demonstrating the availability of required data to support the monitoring of implementation.
	c. Quarterly Report Framework indicating what metrics and data will be available to submit a quarterly report consistent with STC 34 of this section.

	33. DSRIP Monitoring Activities.  As part of the state’s Operational Protocol described in STC 10 (h) of this section and Attachment K, the state will submit its plans for how it will meet the DSRIP STCs through internal monitoring activities.  The mo...
	a. The monitoring activities aligned with the DSRIP deliverables as well as the CMS evaluation design to ensure that entities participating in the DSRIP process are accountable for the necessary product and results for the demonstration.
	b. The state shall make the necessary arrangements to assure that the data needed from the Performing Provider Systems, coalitions, administrative activities, independent assessor and independent evaluator that are involved in the process for DSRIP de...
	c. The state shall identify areas within the state’s internal DSRIP process where corrective action, or assessment of fiscal or non-fiscal penalties may be imposed for the entities described in STC 10 (e) of this section, should the state’s internal D...
	d. The monitoring protocol and reports shall be posted on the state Medicaid website within 30 days of submission to CMS.

	34. DSRIP Quarterly Progress Reports.  The state must submit progress reports in the format specified by CMS, no later than 60-days following the end of each quarter along with the Operational Protocol Report described above.  The intent of these repo...
	a. summary of quarterly expenditures related to IAAF, DSRIP Project Design Grant, and the DSRIP Fund;
	b. summary of all public engagement activities, including, but not limited to the activities required by CMS;
	c. summary of activities associated with the IAAF, DSRIP Project Design Grant, and the DSRIP Fund.  This shall include, but is not limited to, reporting requirements in STC 34of this section and Attachment K, the Operational Protocol:
	i. provide updates on state activities, such as changes to state policy and procedures, to support the administration of the IAAF, DSRIP Project Design Grant and the DSRIP Fund;
	ii. provide updates on provider progress towards the pre-defined set of activities and associated milestones that collectively aim towards addressing the state’s goals;
	iii. provide summary of state’s analysis of DSRIP Project Design;
	iv. provide summary of state analysis of barriers and obstacles in meeting milestones;
	v. provide summary of activities that have been achieved through the DSRIP Fund; and
	vi. provide summary of transformation and clinical improvement milestones and that have been achieved.

	d. summary of activities and/or outcomes that the state and MCOs have taken in the development of and subsequent approval of the Managed Care DSRIP plan; and
	e. evaluation activities and interim findings.

	35. Annual Onsite with CMS.  In addition to regular monitoring calls, the state shall on an annual basis present to and participate in a discussion with CMS on implementation progress of the demonstration including progress toward the goals, and key c...
	36. Rapid Cycle Assessments.  The state shall specify for CMS approval a set of performance and outcome metrics and network characteristics, including their specifications, reporting cycles, level of reporting (e.g., the state, health plan and provide...
	37. Medicaid Managed Care DSRIP Contracting Plan.  In recognition that the DSRIP investments represented in this waiver must be recognized and supported by the state’s managed care plans as a core component of long term sustainability, and will over t...
	a. What approaches MCOs will use to reimburse providers to encourage practices consistent with DSRIP objectives and metrics, including how the state will plan and implement its stated goal of 90% of managed care payments to providers using value- base...
	b. How and when plans’ currents contracts will be amended to include the collection and reporting of DSRIP objectives and measures.
	c. How the DSRIP objectives and measures will impact the administrative load for MCOs, particularly insofar as plans are providing additional technical assistance and support to providers in support of DSRIP goals, or themselves carrying out programs ...
	d. How alternative payment systems deployed by MCOs will reward performance consistent with DSRIP objectives and measures.
	e. How the state will assure that providers participating in and demonstrating successful performance through DSRIP will be included in provider networks.
	f. How managed care rates will reflect changes in case mix, utilization, cost of care and enrollee health made possible by DSRIP, including how up to date data on these matters will be incorporated into capitation rate development.
	g. How actuarially-sound rates will be developed, taking into account any specific expectations or tasks associated with DSRIP that the plans will undertake, and how the state will use benchmark measures (e.g., MLR) to ensure that payments are sound a...
	h. How the state will use DSRIP measures and objectives in their contracting strategy approach for managed care plans, including reform.


	VIII. GENERAL REPORTING REQUIREMENTS
	2. Reporting Requirements Related to Budget Neutrality.  The state must comply with all reporting requirements for monitoring budget neutrality set forth in Section X.
	3. Monthly Calls.  CMS shall schedule monthly conference calls with the state.  The purpose of these calls is to discuss any significant actual or anticipated developments affecting the demonstration.  Areas to be addressed include, but are not limite...
	4. Quarterly Operational Reports.  The state must submit progress reports in accordance with the guidelines in Attachment E taking into consideration the requirements in STC 7 of this section, no later than 60 days following the end of each quarter (D...
	a. Recipient choice of plans and capacity of plans participating in the following programs: MMMC, including HIV SNP and HARPs; MLTC, including Fully Integrated Duals Advantage (FIDA), and the number of enrollees who made an affirmative choice.
	b. LTSS Assessment statistics in accordance with the requirements of STC 9 in Section V, including corrective actions against MCOs that do not meet the 30 day assessment requirement.
	c. Total enrollment in each MCO by month.  Data should reflect a rolling 12 month period.
	d. Total enrollees who chose to opt out of HARP, the reason for opting out and the number who voluntarily enrolled or re-enrolled.
	e. Progress toward compliance with T-MSIS requirements.
	f. Status of managed care plan performance, initiatives and activities as measured by HEDIS, CAHPs and other quality metrics.
	g. Implementation updates and metrics related to the Children’s Design Demonstration Program Component
	h. Metrics to track the number of beneficiaries that are deemed LTNHS and, if applicable, where they are being discharged to.

	5. Annual Report.  The state must submit an annual report documenting accomplishments, project status, quantitative and case study findings, interim evaluation findings, utilization data, and policy and administrative difficulties in the operation of ...
	a. a summary of the elements included within each quarterly report;
	b. an update on the progress related to the quality strategy as required STC 12 in Section VI, including:
	i. outcomes of care, quality of care, cost of care and access to care for demonstration populations; and
	ii. the results of beneficiary satisfaction survey, grievances and appeals.

	c. the status of the evaluation required in Section XII and information regarding progress in achieving demonstration evaluation criteria including the results/impact of any demonstration programmatic area defined by CMS that is unique to the demonstr...
	d. an aggregated enrollment report showing the total number of individuals enrolled in each plan;
	e. a list of the benefits added to the managed care benefit package;
	f. an updated transition plan which shows the intended transition and timeline for any new benefits and/or populations into the demonstration;
	g. network adequacy reporting as required in STC 15 of Section VI;
	h. state efforts related to the collection and verification of encounter data and utilization data, including the required transition to T-MSIS, encounter data validation activities and outcomes conducted by the EQRO;
	i. any other topics of mutual interest between CMS and the state related to the demonstration; and
	j. any other information the state believes pertinent to the demonstration, such as:
	i. any policy or administrative difficulties that may impact the demonstration;
	ii. any state legislative developments that may impact the demonstration;
	iii. the status of the health care delivery system under the demonstration with respect to issues and/or complaints identified by beneficiaries;
	iv. the impact of the demonstration in providing insurance coverage to beneficiaries and uninsured population;
	v. the existence or results of any audits, investigations or lawsuits that impact the demonstration;
	vi. the financial performance of the demonstration (budget neutrality);
	vii. a summary of the annual post-award forum, including all public comments received regarding the process of the demonstration project.


	6. Transition Plan.  On or before July 1, 2012, and consistent with guidance provided by CMS, the state is required to prepare, and incrementally revise, a Transition Plan consistent with the provisions of the Affordable Care Act (ACA) for individuals...
	a. Seamless Transitions.  Consistent with the provisions of the ACA, the Transition Plan will include details on how the state plans to obtain and review any additional information needed from each individual to determine eligibility under all eligibi...
	i. determine eligibility under all January 1, 2014, eligibility groups for which the state is required or has opted to provide medical assistance, including the group described in §1902(a)(10)(A)(i)(VIII) for individuals under age 65 and regardless of...
	ii. identify demonstration populations not eligible for coverage under the ACA and explain what coverage options and benefits these individuals will have effective January 1, 2014;
	iii. implement a process for considering, reviewing and making preliminary determinations under all January 1, 2014 eligibility groups for new applicants for Medicaid eligibility;
	iv. conduct an analysis that identifies populations in the demonstration that may not be eligible for or affected by the ACA and the authorities the state identifies that may be necessary to continue coverage for these individuals; and
	v. Develop a modified adjusted gross income (MAGI) calculation for program integrity.

	b. Access to Care and Provider Payments.
	i. Provider Participation.  The state must identify the criteria that will be used for reviewing provider participation in (e.g., demonstrated data collection and reporting capacity) and means of securing provider agreements for the transition.
	ii. Adequate Provider Supply.  The state must provide the process that will be used to assure adequate provider supply for the state plan and demonstration populations affected by the demonstration on December 31, 2013.  The analysis should address de...
	1. primary care providers,
	2. mental health services,
	3. substance use services, and
	4. dental.

	iii. Provider Payments.  The state will establish and implement the necessary processes for ensuring accurate encounter payments to providers entitled to the prospective payment services (PPS) rate (e.g., certain FQHCs and RHCs) or the all-inclusive r...

	c. System Development or Remediation.  The Transition Plan for the demonstration is expected to expedite the state’s readiness for compliance with the requirements of the Affordable Care Act and other federal legislation.  System milestones that must ...
	d. Progress Updates.  After submitting the initial Transition Plan for CMS approval, the state must include progress updates in each quarterly and annual report.  The Transition Plan shall be revised as needed.
	e. Implementation
	i. By October 1, 2013, the state must begin to implement a simplified, streamlined process for transitioning eligible enrollees in the demonstration to Medicaid, the Exchange or other coverage options in 2014.  In transitioning these individuals from ...
	ii. On or before December 31, 2013, the state must provide notice to the individual of the eligibility determination using a process that minimizes demands on the enrollees.


	7. Reporting Requirements Related to Individuals using Long Term Services and Supports.  In each quarterly report required by Section VIII the state shall report:
	a. Any critical incidents reported within the quarter and the resulting investigations as appropriate.
	b. The number and types of grievance and appeals for this population filed and/or resolved within the reporting quarter for this population.
	c. The total number of assessments for enrollment performed by the plans, with the number of individuals who did not qualify to enroll in an MLTC plan.
	d. The number of individuals referred to an MLTC plan that received an assessment within 30 days.
	e. The number of people who were not referred by the enrollment broker and contacted the plan directly and were provided MLTC materials.
	f. Rebalancing efforts performed by the MLTC and MMMC plans once the benefit is added.  Rebalancing reporting should include, but is not limited to the total number of individuals transitioning in and out of a nursing facility within the quarter.
	g. The total number of complaints, grievances and appeals by type of issue with a listing of the top 5 reasons for the event.

	8. Final Evaluation Report.  The state shall submit a Final Evaluation Report pursuant to the requirements of section 1115 of the Act.

	IX. GENERAL FINANCIAL REQUIREMENTS
	1. Quarterly Expenditure Reports.  The state must provide quarterly expenditure reports using Form CMS-64 to separately report total expenditures for services provided under the Medicaid program, including those provided through the demonstration unde...
	2. Reporting Expenditures under the Demonstration.  The following describes the reporting of expenditures under the demonstration:
	a. In order to track expenditures under this demonstration, New York must report demonstration expenditures through the Medicaid and State Children’s Health Insurance Program Budget and Expenditure System, following routine CMS-64 reporting instructio...
	i. DSRIP expenditures must be reported for the DY corresponding to the DDY for under which the expenditures were made (e.g., expenditures for DDY 0 are reported for DY 16), and
	ii. expenditures for DSHP must be reported for the DY during which the state program expenditures were incurred.

	b. The state shall have a Budget Neutrality Specifications Manual that outlines the Medicaid coverage expenditures extracted from New York’s Medicaid Management Information system and reported on the CMS-64 Waiver sheets for all Member Eligibility Gro...
	c. DY reporting shall be consistent with the periods specified below:
	d. Demonstration expenditures will be correctly reported on Forms CMS-64.9 Waiver.  Quarterly cost settlements and pharmaceutical rebates relevant to the demonstration will be allocated to the demonstration populations specified in subparagraph (g) an...
	i. Allocation of cost settlements.  The state will calculate the percentage of Medicaid expenditures for each demonstration eligibility group to expenditures for all Medicaid population groups from a DataMart file produced for the latest completed fed...
	ii. Allocation of pharmacy rebates.  The state will calculate the percentage of pharmacy expenditures for each demonstration eligibility group to pharmacy expenditures for all population groups from a DataMart file produced for the latest completed fe...

	e. For the HCBS Expansion component of the demonstration, the state shall report only the home and community based services expenditures for Demonstration Population 9 on line 19A on Forms CMS-64.9 Waiver and/or 64.9P.
	f. Special Claiming Rules
	i. To account for Continuous Eligibility, for individuals who are no longer eligible as new adults the state will claim 97.4 percent of New Adult Group expenditures at the enhanced federal matching rate and 2.6 percent at the regular matching rate for...

	g. For each DY, separate waiver Forms CMS-64.9 Waiver and/or 64.9P Waiver must be completed, using the waiver name noted in Table 12 and Table 13 below, to report expenditures for the following demonstration populations and services.

	3. Expenditures Subject to the Budget Neutrality Agreement.  For purposes of this section, the term “expenditures subject to the budget neutrality agreement” must include all Medicaid expenditures described in STC 2 (g) of this section (Tables 12 and ...
	4. Mandated Increase in Physician Payment Rates in 2013 and 2014.  Section 1202 of the Health Care and Education Reconciliation Act of 2010 (Pub. Law 110-152) requires state Medicaid programs to reimburse physicians for primary care services at rates ...
	5. Administrative Costs.  Administrative costs will not be included in the budget neutrality limit, but the state must separately track and report additional administrative costs that are directly attributable to the demonstration.  All administrative...
	6. Claiming Period.  All claims for expenditures subject to the budget neutrality cap (including any cost settlements) must be made within 2 years after the calendar quarter in which the state made the expenditures.  All claims for services during the...
	7. Reporting Member Months.  The following describes the reporting of member months for demonstration populations:
	a. For the purpose of calculating the budget neutrality expenditure cap and for other purposes, the state must provide to CMS, as part of the quarterly report required under STC 1 in Section IX, the actual number of eligible member months for the demo...
	b. The term “eligible member months” refers to the number of months in which persons are eligible to receive services.  For example, a person who is eligible for 3 months contributes 3 eligible member months to the total.  Two individuals who are elig...
	c. If there are duplicate expenditures of member months between demonstration populations, the state will ensure that duplicate member months will be omitted from any official tallies under the demonstration.

	8. Standard Medicaid Funding Process.  The standard Medicaid funding process must be used during the demonstration.  New York must estimate matchable demonstration expenditures (total computable and federal share) subject to the budget neutrality expe...
	9. Extent of FFP for the Demonstration.  Subject to CMS approval of the source(s) of the non-federal share of funding, CMS shall provide FFP at the applicable federal matching rates for the demonstration as a whole as outlined below, subject to the li...
	a. Administrative costs, including those associated with the administration of the demonstration.
	b. Net expenditures and prior period adjustments of the Medicaid program that are paid in accordance with the approved Medicaid state plan and waiver authorities.
	c. Net expenditures and prior period adjustments, made under approved expenditure authorities granted through section 1115(a) (2) of the Act, with dates of service during the operation of the demonstration.

	10. Sources of Non-Federal Share.  The state certifies that the non-federal share of funds for the demonstration is state/local monies.  The state further certifies that such funds shall not be used to match for any other federal grant or contract, ex...
	a. CMS may review the sources of non-federal share of funding for the demonstration at any time.  The state agrees that all funding sources deemed unacceptable by CMS shall be addressed within the time frames set by CMS.
	b. Any amendments that impact the financial status of the program shall require the state to provide information to CMS regarding all sources of the non-federal share of funding.

	11. State Certification of Funding Conditions.  The state must certify that the following conditions for the non-federal share of demonstration expenditures are met:
	a. Units of government, including governmentally operated health care providers, may certify that state or local tax dollars have been expended as the non-federal share of funds under the demonstration.
	b. To the extent the state utilizes certified public expenditures (CPEs) as the funding mechanism for the title XIX (or under section 1115 authority) payments, CMS must approve a cost reimbursement methodology.  This methodology must include a detaile...
	c. To the extent the state utilizes CPEs as the funding mechanism to claim federal match for payments under the demonstration, governmental entities to which general revenue funds are appropriated must certify to the state the amount of such tax reven...
	d. The state may use intergovernmental transfers to the extent that such funds are derived from state or local tax revenues and are transferred by units of government within the state.  Any transfers from governmentally operated health care providers ...
	e. Under all circumstances, health care providers must retain 100 percent of the claimed expenditure.  Moreover, no pre-arranged agreements (contractual or otherwise) exist between health care providers and state and/or local government to return and/...

	12. Expenditure Reconciliation and Limitations.  Since DY 13 (10/1/2010 through 9/30/2011), New York has not reported demonstration expenditures consistently to CMS through the CMS-64 reports, leading to significant discrepancy between the expenditure...
	a. The state must correct and complete reporting of expenditures subject to the budget neutrality limit for DY 14 through DY 17.  By December 31, 2016, the state must submit to CMS a draft plan and timeline for remediation that will include the follow...
	i. completion of the Budget Neutrality Specifications to support reporting of expenditures in compliance with the requirements in these STCs;
	ii. a detailed methodology and approach for identifying demonstration relevant expenditures, including any past expenditures that may have been reported on CMS-64.9 Base or CMS-64.9P Base forms instead of CMS 64.9 Waiver and 64.9P Waiver forms; and
	iii. submission of appropriate prior period adjustments to reassign reported expenditures from Base to Waiver (or vice versa) so all expenditures subject to budget neutrality during the DY 14 through 17 period are reported as Waiver expenditures.

	b. Time Frame and Limitations.  The State must complete the reconciliation process by September 30, 2017.  Failure to complete the reconciliation process will result in forfeiture by the state of all budget neutrality savings from DY 14 through 17.
	c. By September 30, 2017, the state must provide a final analysis of the FSHRP budget neutrality.

	13. Monitoring the Demonstration.  The state will provide CMS with information to effectively monitor the demonstration, upon request, in a reasonable time frame.

	X. MONITORING BUDGET NEUTRALITY
	1. Limit on Title XIX Funding.  The state shall be subject to a limit on the amount of federal title XIX funding that the state may receive on selected Medicaid expenditures during the period of approval of the demonstration.  The limit is determined ...
	2. Risk.  New York shall be at risk for the per capita cost (as determined by the method described below) for demonstration eligibles under this budget neutrality agreement, but not for the number of demonstration eligibles in each of the groups.  By ...
	3. Demonstration Populations Used to Calculate Budget Neutrality Expenditure Limit.  The following demonstration populations are used to calculate the budget neutrality expenditure limit subject to the limitations outlined in STC 4 of this section and...
	a. Demonstration Population 1 [TANF Child]
	b. Demonstration Population 2 [TANF Adult]
	c. Demonstration Population 3 [SSI 0 through-64]
	d. Demonstration Population 4 [SSI 0-64]
	e. Demonstration Population 5 [Non-Duals 18-64]
	f. Demonstration Population 6 [Non-Duals 65+]
	g. Demonstration Population 7 [MLTC Adults 18-64 Duals]
	h. Demonstration Population 8 [MLTC Age 65+ Duals]
	i. Demonstration Population 11 [New Adults]
	j. Demonstration Population 12 [Fo1 Children]

	4. Budget Neutrality Expenditure Limit.  The following describes the method for calculating the budget neutrality expenditure limit for the demonstration:
	a. For each year of the budget neutrality agreement, an annual budget neutrality expenditure limit is calculated for each EG described in STC 3 of this section as follows:
	i. An annual EG estimate must be calculated as a product of the number of eligible member months reported by the state for each EG, times the appropriate estimated per member per month (PMPM) costs from the table in subparagraph (iii) below.  Should E...
	ii. The PMPM costs in subparagraph (iii) below are net of any premiums paid by demonstration eligible.
	iii. The PMPM costs for the calculation of the annual budget neutrality expenditure limit for the eligibility groups subject to the budget neutrality agreement under this demonstration are specified in Table 14.
	iv. The annual budget neutrality expenditure limit for the demonstration as a whole is the sum of the project annual expenditure limits for each EG calculated in subparagraph (i) above.

	b. The overall budget neutrality expenditure limit for the demonstration period is the sum of the annual budget neutrality expenditure limits calculated in subparagraph (a)(iv) above for each year.  The federal share of the overall budget neutrality e...
	c. Savings Phase-out.  Each DY, the net variance between the without-waiver cost and actual with-waiver cost will be reduced for selected Medicaid population based EGs.  The reduced variance, to be calculated as a percentage of the total variance, wil...

	5. Monitoring of New Adult Group Spending and Opportunity to Adjust Projections.  For each demonstration year, a separate annual budget limit for the new adult group will be calculated as the product of the trended monthly per person cost times the ac...
	a. If the state’s experience of the take up rate for the new Adult Group and other factors that affect the costs of this population indicates that the new Adult Group PMPM limit described above may underestimate the actual costs of Medical Assistance ...
	b. The budget limit for the new adult group is calculated by taking the PMPM cost projections for the above group in each demonstration year, times the number of eligible member months for that group and demonstration year, and adding the products tog...
	c. The state will not be allowed to obtain budget neutrality “savings” from this population.
	d. If total FFP reported by the state for the new Adult Group should exceed the federal share of FFP for the budget limit for the new Adult Group by more than 3 percent following each demonstration year, the state must submit a corrective action plan ...

	6. Hypothetical Budget Neutrality.  When expenditure authority is provided for coverage of populations or services that the state could have otherwise provided through its Medicaid state plan or other title XIX authority (such as a waiver under sectio...
	a. Hypothetical Budget Neutrality Test 1: Fo1 Children.  The table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test 1.  MEGs that are designated “WOW Only” or “Both” are the components used to calculate the budget neutra...
	Table 17: Hypothetical Budget Neutrality Test

	7. Calculating the Federal Medical Assistance Percentage (FMAP) for Continuous Eligibility for the Adult Group.  CMS anticipates that states that adopt continuous eligibility for adults would experience a 2 percent increase in enrollment.  Based on th...
	8. State Reporting for the FMAP Adjustment.  Newly eligible individuals in the Adult Group shall be claimed at the enhanced FMAP rate.  The state must make an adjustment in the CMS-64W that accounts for the proportion of member months in which benefic...
	9. Future Adjustments to the Budget Neutrality Expenditure Limit.  CMS reserves the right to adjust the budget neutrality expenditure limit to be consistent with enforcement of impermissible provider payments, health care related taxes, new federal st...
	10. Enforcement of Budget Neutrality.  CMS shall enforce the budget neutrality agreement over the life of the demonstration extension, which for this purpose will be from April 1, 2016 through March 31, 2021.  The budget neutrality test for the demons...
	11. Exceeding Budget Neutrality.  If at the end of this demonstration period the overall budget neutrality expenditure limit has been exceeded, the excess federal funds must be returned to CMS.  If the demonstration is terminated prior to the end of t...
	12. Budget Neutrality Monitoring Tool.  The state will provide CMS with quarterly budget neutrality status updates using the Budget Neutrality Monitoring Tool provided through the Performance Metrics Database and Analytics (PMDA) system.  The tool inc...

	XI. EVALUATION OF THE DEMONSTRATION
	1. Required Evaluations.  All evaluations must comply with the evaluation standards set forth in Section XI (2) and in and in 42 CFR §431.424.
	a. Demonstration evaluation.  On or before January 31, 2017, the state must submit to CMS for approval a draft design for the demonstration evaluation.  At a minimum, the draft design must include a discussion of the goals, objectives, and hypotheses,...
	i. MLTC
	ii. MMMC
	iii. Individuals Moved from Institutional Settings to Community Settings for Long Term Services and Supports
	iv. Temporary Assistance to Needy Families
	v. Twelve-Month Continuous Eligibility Period
	vi. Express Lanes Eligibility

	b. DSRIP evaluation.  The DSRIP evaluation must follow all requirements as specified in Section VII above, as well as requirements noted in STC 2 of this section.
	c. HARP evaluation.  The state must respond to CMS comments on the draft evaluation design within 60 days of receipt of comments (see Attachment H).  At a minimum, the evaluation of BH integration must examine the impact of HARPs on use of care and he...
	d. Self-Direction Pilot Evaluation.  The state shall submit a draft evaluation design to CMS no later than March 31, 2018, including, but not limited to data that the state proposes to be used to evaluate the self-direction pilot (see Attachment F).  ...
	i. Measures of mental and physical health at baseline and after pilot program participation, consistent with the standards established in STC 2(c), 2(d), 2(e), and 2(f) of this section
	ii. Utilization: hospitalizations, emergency visits, and primary care utilization
	iii. Functioning: measures of work or school participation, food insecurity, and housing
	iv. Quality of Life: life satisfaction, hope, community inclusion, and empowerment
	v. Cost: cost of behavioral health and other healthcare services

	e. Children’s Design Evaluation Design.  The state must submit a draft evaluation design to CMS 180 days after the approval of the  amendment.  The design should comply with all requirements identified in sections 2.b.iii, 2.c., and 2.d. below.

	2. Core Evaluation Requirements.  The following are requirements of all evaluations under the demonstration.
	a. Cooperation with Federal Evaluators.  Should HHS undertake an evaluation of any component of the demonstration, the state shall cooperate, to the greatest extent possible, fully with CMS or the evaluator selected by HHS; in addition, the state shal...
	b. Standards for Evaluation Design.
	i. The state shall engage the public in the development of its evaluation design.  Each demonstration evaluation described in STC 1 of this section will meet the prevailing standards of scientific and academic rigor, as appropriate and feasible for ea...
	1. the scientific rigor of the analysis;
	2. a discussion of the goals, objectives and specific hypotheses that are to be tested;
	3. specific performance and outcomes measures used to evaluate the impact of each program;
	4. how the analysis will support a determination of cost effectiveness;
	5. a strategy to utilize data, including identification of existing data sources for the evaluation of each program, data collection as needed, sampling methodology, and statistical analysis;
	6. the potential effect of other initiatives and demonstration program interactions with those initiatives; and
	7. How the evaluation activities and reporting will be developed and maintained.

	ii. CMS Response to Draft Evaluation Design.  Within 30 days of receiving the draft evaluation design from the state, CMS will provide a response including any changes to be made to the evaluation design prior to final approval.
	iii. Preparation of Final Evaluation Design.  Within 60 days of receiving CMS’s response, the state will submit the final draft of the evaluation design, addressing the comments from CMS.

	c. Evaluation Design Components.  The Evaluation Design to be submitted to CMS by the state shall include the following core components to be approved by CMS:
	i. Research questions and hypotheses.  This includes a statement of the specific research questions and testable hypotheses that address the goals of each of the programs.
	ii. Study design.  The design will include a description of the study design (e.g., cohort, controlled before-and-after studies, interrupted time series, case-control, etc.) specific to each of the programs, including a rationale for the design select...
	iii. Performance Measures: This includes identification, for each hypothesis, of quantitative and/or qualitative process and/or outcome measures that adequately assesses the effectiveness of each of the programs with respect to enrollment, beneficiary...
	iv. Data Collection: This discussion shall include: A description of the data sources; the frequency and timing of any data collection to be conducted; and the method of data collection.  The following shall be considered and included as appropriate:
	1. Medicaid encounter and claims data in Transformed Medicaid Statistical Information System (TMSIS);
	2. enrollment data;
	3. EHR data, where available;
	4. semiannual financial and other reporting data;
	5. managed care contracting data;
	6. consumer and provider surveys; and
	7. other data needed to support performance measurement.

	v. Assurances Needed to Obtain Data: The design report will discuss the state’s arrangements to assure needed data to support the evaluation design are available.
	vi. Data Analysis: This includes a detailed discussion of the method of data analysis, including appropriate statistical methods that will allow for program effects to be isolated from other initiatives occurring in the state, to the extent possible. ...

	d. Reporting Requirements
	i. Interim Evaluation Report.  The state must submit an interim evaluation report as part of the state’s request for any future renewal of the demonstration.
	ii. Final Summative Evaluation Report.  The Final Summative Evaluation Report shall include the following core components:
	1. Executive Summary.  This includes a concise summary of the goals of the Demonstration; the evaluation questions and hypotheses tested; and key findings including whether the evaluators find the demonstration to be budget neutral and cost effective,...
	2. Demonstration Description.  This includes a description of the Demonstration programmatic goals and strategies, particularly how they relate to budget neutrality and cost effectiveness.
	3. Study Design.  This includes a discussion of the evaluation design employed including research questions and hypotheses; type of study design; impacted populations and stakeholders; data sources; and data collection; analysis techniques, including ...
	4. Discussion of Findings and Conclusions.  This includes a summary of the key findings and outcomes, particularly a discussion of cost effectiveness, as well as implementation successes, challenges, and lessons learned.
	5. Policy Implications.  This includes an interpretation of the conclusions; the impact of the demonstration within the health delivery system in the state; the implications for state and federal health policy; and the potential for successful demonst...
	6. Interactions with Other State Initiatives.  This includes a discussion of this demonstration within an overall Medicaid context and long range planning, and includes interrelations of the demonstration with other aspects of the state’s Medicaid pro...

	iii. State Presentations for CMS.  The state will present to and participate in a discussion with CMS on the final design plan at post approval.  The state will present on its interim evaluation report that is described to in STC 2 of this section.  T...
	iv. Electronic Submission of Reports.  The state shall submit all required plans and reports using the process stipulated by CMS, if applicable.
	v. Public Access.  The state shall post the final approved Evaluation Design, Interim Evaluation Report, and Summative Evaluation Report on the State Medicaid website within 30 days of approval by CMS.



	XII.  SCHEDULE OF DELIVERABLES FOR DEMONSTRATION

	ATTACHMENT A Mainstream Medicaid Managed Care (including HIV SNP and HARP) Benefits
	ATTACHMENT B Managed Long Term Care Benefits (both State Plan and LTSS benefits in the MLTC Plan Contract
	ATTACHMENT C Home and Community-Based Services Expansion Program Benefits
	1. The unit or dwelling is a specific physical place that can be owned, rented, or occupied under a legally enforceable agreement by the individual receiving services, and the individual has, at a minimum, the same responsibilities and protections fro...
	2. Each individual has privacy in their sleeping or living unit:
	3. Individuals have the freedom and support to control their own schedules and activities, and have access to food at any time.
	4. Individuals are able to have visitors of their choosing at any time.
	5. The setting is physically accessible to the individual.
	6. Any modification of the additional conditions specified in items 1 through 4 above, must be supported by a specific assessed need and justified in the person- centered service plan. The following requirements must be documented in the person-center...
	Settings that are not Home and Community-Based:

	ATTACHMENT D Behavioral Health Home and Community Based Services in HARPS and HIV SNPs
	ATTACHMENT E Quarterly Operational Report Format
	NARRATIVE REPORT FORMAT:
	Title
	Partnership Plan

	Section 1115 Quarterly Report
	Demonstration/Quarter Reporting Period:
	Introduction:

	Enrollment Information:

	Enrollment Counts
	Total enrollment in each MCO by month
	Voluntary Disenrollments:

	Involuntary Disenrollments:
	Enrollment Information for Specific Sub-populations:
	Program Operations

	ATTACHMENT F Self-Directed Care Pilot
	Background
	Goal 1:  Implementation of a viable and effective Self-Directed Care program for HARP enrolled/HCBS eligible individuals throughout New York State
	Goal 2: Improvement in recovery, health, behavioral health, social functioning and satisfaction with care for SDC participants
	Goal 3: Maintenance of Medicaid cost neutrality overall and reduction of behavioral health inpatient and crisis service utilization and cost for SDC participants
	Evaluation Framework
	Figure 1:  SDC Pilot Logic Model
	Evaluation Methods
	Quantitative Methods
	Consumer Survey
	Qualitative Methods
	Integration of Quantitative and Qualitative Methods
	Evaluation Tools
	Table B: Evaluation Tool for Goal 1
	Goal 2: Improvement in recovery, health, behavioral health, social functioning and satisfaction with care for SDC participants
	Table C:  Evaluation Tool for Goal 2
	Table D: Evaluation Tool for Goal 3
	Table E.  Suggested Evaluation Timeline
	Appendix A Data Sources
	Medicaid Claims
	Community Mental Health (CMH) Screen
	HARP Perception of Care Survey
	NYS OMH Psychiatric Center Records
	Appendix B
	Appendix C
	We’re asking about the behavioral health services covered in your plan. Behavioral health means mental health and/or substance use disorder.
	PART I: YOUR BEHAVIORAL HEALTH SERVICES
	If you have not received behavioral health services in the past 12 months, skip to Part 3.
	The following questions are about services that you might receive through your healthcare plan. For each of the services listed below that you received in the past 12 months, please tell us how helpful the services were.
	The next group of questions ask about how satisfied you feel, using a zero to 10 scale. Zero means you feel no satisfaction at all. 10 means you feel completely satisfied. The middle of the scale is 5, which means you are neither happy nor sad.

	THANK YOU FOR COMPLETING THE SURVEY
	ATTACHMENT G Mandatory Managed Long Term Care/Care Coordination Model (CCM)
	I. Phase I and II: New York City and the suburbs
	II. Phase III: Rockland and Orange Counties
	III. Phase IV: Albany, Erie, Onondaga and Monroe Counties
	IV. Phase V: Other Counties with capacity
	V. Phase VI:

	ATTACHMENT H HARP Evaluation Plan
	Figure 2: Pre- and Post-Intervention Comparison of Outcome Variable using Interrupted Time Series Design.

	ATTACHMENT  I DSRIP Program Funding and Mechanics Protocol
	I. Preface
	a. Delivery System Reform Incentive Payment Fund
	b. DSRIP Strategies Menu and Metrics and Program Funding and Mechanics Protocol

	II. DSRIP Performing Provider Systems
	a. Assessment of Safety Net Provider Status
	b. Coalitions
	i. Coalitions must designate a lead coalition provider who is primarily responsible for ensuring that the coalition meets all requirements of a PPS, including reporting to the state and CMS. In the process of formally approving each PPS, the state sha...
	ii. Coalitions must establish a clear business relationship between the component providers, including a joint budget and funding distribution plan that specifies in advance the methodology for distributing funding to participating providers. The fund...
	iii. Coalitions must have a plan for reporting, decision-making, change management, and dispute resolution on performance and incentive payments.
	iv. Each coalition must in the aggregate meet the minimum outpatient beneficiary requirements specified in paragraph (d) below.
	v. For coalitions that involve public hospitals that are providing Intergovernmental Transfer (IGT) funding for a project, the public entity providing IGT funding will generally be the lead coalition provider for the PPS that is directly using the IGT...
	vi. Each coalition must have a data agreement in place to share and manage patient level data on system-wide performance consistent with all relevant HIPAA rules and regulations.

	c. DSRIP Beneficiary Attribution Method
	1. Two Forms of Attribution:
	a. Attribution for Initial Valuation
	i. PPS Type and Attribution:
	1. Single PPS in a Region - If a PPS is the only PPS approved by the state in a defined region then all the Medicaid members receiving services7F  in that region will be attributed to that single PPS. As previously promised by the State, the single PP...
	2. Multi PPS in Region - Public Hospital Led/Involved – If a PPS that includes a major public hospital in their network (as lead, co-lead, or network partner) is approved in a region where there is at least one other approved PPS, then the public led/...
	3. Multi PPS – Non Public Involved – If the PPS is approved in a region that contains at least one other PPSs approved for all or part of their approved region (Multi-PPS) and this region does not include a major public hospital as a major partner in ...

	ii. Attribution by Population Subtype
	1. Developmental Disabilities (OPWDD Service Eligible – Code 95)
	2. Long Term Care (Only NH residents)
	3. Behavioral Health (SMI/Serious SUD)
	4. All Other

	iii. Attribution by Loyalty

	b. Attribution for Performance Measurement Purposes
	c. Minimum Outpatient Service Level
	d. Performing Provider System Relation to IGT Entities


	III. Projects, Metrics, and Metric Targets
	a. Projects
	b. Metrics
	i. Overall project progress metrics (Domain 1)
	ii. System transformation metrics (Domain 2)
	iii. Clinical improvement metrics (Domain 3)
	iv. Population-wide metrics (Domain 4)

	c. Metric Targets

	IV. DSRIP Project Plan Requirements
	a. Project Plan Development Process
	b. Organization of DSRIP Project Plan
	i. DSRIP Face Sheet
	ii. Provider Demographics
	1. Name, address, senior level person responsible for the DSRIP project and to whom all correspondence should be addressed.
	2. The name of providers and their identification numbers participating in the project plan, including the lead provider in the case of a coalition.
	3. Definition of service area (according to the specifications in the DSRIP Strategies Menu and Metrics) and a discussion of how the providers in the coalition relate to (or inform) the service area definition. As further described in the DSRIP Strate...
	4. Identification as a safety net provider with documentation supporting that identification as described in paragraph II.a above.
	5. Current patient population including demographic information, payer mix to document qualification as described in paragraph II.c above.

	iii. Identification of Provider Overarching Goals
	iv. Identification of Provider Project to meet identified goals
	v. Performance Assessment
	1. Current community health needs (population demographics, types and numbers of providers and services, cost profile, designation as Health Professional Shortage Area, mortality and morbidity statistics, and health disparities). Population demographi...
	2. Evidence of regional planning including names of partners involved in the proposed project (in addition to any coalition members in the PPS in accordance with the process described in paragraph II.b above). The assessment will also include a detail...
	3. Comprehensive workforce strategy - this strategy will identify all workforce implications – including employment levels, wages and benefits, and distribution of skills – and present a plan for how workers will be trained and deployed to meet patien...
	4. Review of Financial stability – A complete review of the financial condition of the PPS Lead provider, including a review of financial records and a narrative on the PPS plan to monitor the financial sustainability of all financially challenged saf...
	5. Evidence of public input into the project including consumer engagement. This should include documentation of collaboration with local departments of public health, public stakeholders and consumers. In addition, the provider will need to document ...

	vi. Work Plan Development
	1. Project progress milestones (Domain 1)
	2. System transformation and financial stability milestones (Domain 2)
	3. Clinical improvement milestones (Domain 3)
	4. Population-wide Milestones (Domain 4)

	vii. Rapid cycle evaluation
	viii. Establishment of Milestones and Metrics
	ix. Budget
	x. Governance
	xi. Data sharing and confidentiality
	xii. Expectation of Sustainability
	xiii. Legal Compliance
	xiv. Signed Attestations

	c. 1115 Waiver Managed Care Programs and Funds Flow Mechanism
	i. 1115 Waiver Managed Care Programs Overview
	1. Managed Long Term Care (MLTC) Workforce:
	a. invest in initiatives to attract, recruit and retain long term care workers in the areas they serve;
	b. develop plans to address reductions in health disparities by focusing on the placement of long term care workers in medically underserved communities;
	c. train needed workers to care for currently uninsured populations who will seek care under the Affordable Care Act expansion; and
	d. support the expansion of home care and respite care, enabling those in need of long term care to remain in their homes and communities and reduce New York’s Medicaid costs associated with long term care.

	2. 1915(i) Home and Community Based Services (HCBS)
	a. Improved access to HCBS
	b. Improved social, functioning and recovery outcomes
	c. Improved or consistent high level of satisfaction with consumer experience with care



	d. Care Restructuring Enhancement Pilots (CREP) Program
	i. Funds Flow Mechanism for Managed Care Programming


	V. Project Valuation
	a. Valuation for DSRIP Application
	i. Step 1 assigns each project in the Strategy Menu (Attachment J) a project index score which is a ratio out of a total of 60 possible points of each project (X/60 = project index score).
	ii. Step 2 creates a project PMPM by multiplying the project index score by the state’s valuation benchmark. The valuation benchmark is pre-set by the state and varies based upon the number of projects proposed by an applicant.
	iii. Step 3 determines the plan application score for the PPS’s application based on a total of 100 points possible for each application (X/100 = Application Score).
	iv. Step 4 calculates the maximum project value by multiplying the project PMPM, the plan application score the number of beneficiaries attributed to the project, and the duration of the DSRIP project (see example below).
	v. Step 5 calculates the maximum application value for a PPS once the maximum project values have been determined, by adding together each of the maximum project values for a given PPS’s application.
	i. Potential for achieving DSRIP goal of system transformation, including the three objectives, as described in STC 6 in section VII (Score 1 (lowest) – 30 (highest))
	ii. Potential for achieving DSRIP goal of reducing preventable events, as described in STC 1(a) in section VII (Score 1– 10)
	iii. Scope of project and capacity of project to directly affect Medicaid and uninsured population (Score 1-10)
	iv. Potential Cost Savings to the Medicaid Program (Score 1-5)
	v. Robustness of evidence base (Score 1-5)

	b. Metric valuation

	Step 1. Calculate Annual Percentage of DSRIP Performance Payment

	Table 5: Annual Performance Award Percentages
	Step 2. Calculate the Annual Potential Performance Payment for Each Project

	Table 6: Domain 2 Distributions
	Table 7: Domain 3 Distributions
	Step 3. Calculate Total Achievement Values
	Step 4. Calculate Percentage Achievement Value
	Step 5. Calculate Actual Performance Payment
	VI. DSRIP Project Plan Review Process
	a. Overview of Review Responsibilities
	b. State-level Review Process
	i. DSRIP plan review checklist
	1. The plan is in the prescribed format and contains all required elements described herein and is consistent with special terms and conditions.
	2. The plan conforms to the requirements for Domains 1, 2, 3, and 4 as described herein, as well as in Attachment J: DSRIP Strategies Menu and Metrics.
	3. The plan clearly identifies goals, milestones, metrics, and expected results.
	4. The description of the project is coherent and comprehensive and includes a logic model clearly representing the relationship between the goals, the interventions and the measures of progress and outcome.
	5. The project selection is grounded in a demonstrated need for improvement at the time that the project is submitted and is sufficiently comprehensive to meaningfully contribute to the CMS three part aim for better care for individuals, better health...
	6. The likelihood for success of this intervention is based on, where available, accurate and robust citations to the evidence base.
	7. The plan includes an approach to rapid cycle evaluation that informs the system of progress in a timely fashion, and how that information will be consumed by the system to drive transformation and who will be accountable for results, including the ...
	8. The plan includes a detailed description of project governance. Included in the description will detailed accounting of how decisions will be made and what corporate structure will be used throughout the life of the project. A clear description of ...
	9. The goals are mapped to a robust and appropriate set of research hypotheses to support the evaluation. There is a coherent discussion of the PPS’s participation in a learning collaborative that is strongly associated with the project and demonstrat...
	10. The amount and distribution of funding is in accordance with Section V of this protocol “Project Valuation.”
	11. The plan, project, milestones, and metrics are consistent with the overall goals of the DSRIP program.
	12. The plan where necessary includes specific goals, projects, milestones and metrics focused on directly and aggressively addressing any provider financial stability issues.

	ii. Independent assessment and public engagement process
	iii. Consumer Education Campaign
	iv. State assessment

	c. CMS Monitoring Process
	i. The state’s decision about approval is not consistent with the independent assessor.
	ii. The plan is an outlier in the valuation schema.
	iii. There is evidence in the plan, or exogenous information made available to CMS, that calls into question for the independent assessor or the state of funding duplication.
	iv. There is evidence in the plan, or exogenous information made available to CMS, that calls into question whether the project is new or significantly expanded or enhanced from a project already underway.

	d. Mid-point Assessment
	i. Compliance with the approved DSRIP project plan, including the elements described in the project narrative;
	ii. Compliance with the required core components for projects described in the DSRIP Strategies Menu and Metrics, including continuous quality improvement activities;
	iii. Non-duplication of Federal funds;
	iv. An analysis and summary of relevant data on performance on metrics and indicators to this point in time;
	v. The benefit of the project to the Medicaid and uninsured population and to the health outcomes of all patients served by the project (examples include number of readmissions, potentially preventable admissions, or adverse events that will be preven...
	vi. An assessment of project governance including recommendations for how governance can be improved to ensure success. The composition of the PPS network from the start of the project until the midpoint will be reviewed. Adherence to required policie...
	vii. The opportunity to continue to improve the project by applying any lessons learned or best practices that can increase the likelihood of the project advancing the three part aim; and
	viii. Assessment of current financial viability of all lead providers participating on the DSRIP project.


	VII. Reporting Requirements and Ongoing Monitoring
	a. Semi-annual Reporting on Project Achievement
	b. State Monitoring Reports
	i. Operational Report
	1. Identification of participating providers
	2. Completion factor of providers, by provider
	3. Dashboard of project-specific measure results, aggregated at project, plan, regional and state levels
	4. Summary of applied interventions
	5. Summary of pilot models
	6. Summary of reported challenges
	7. Summary of reported successes
	8. Update on governance
	9. Noted best practices
	10. Summary of approved payments (compared to the valuation in the DSRIP project plan), which should reconcile to the DSRIP funding reported on the CMS-64

	ii. Consumer Level Report
	1. County-level map that indicates all New York hospitals
	2. County-level map that indicates all participating hospitals and participating outpatient providers


	c. Learning Collaboratives
	i. Sharing of DSRIP project development including data, challenges, and proposed solutions based on the PPS’s quarterly progress reports
	ii. Collaborating based on shared ability and experience
	iii. Identifying key project personnel
	iv. Identification of best practices
	v. Provide updates on DSRIP program and outcomes
	vi. Track and produce a "Frequently Asked Questions" document
	vii. Encourage the principles of continuous quality improvement cycles

	d. Program Evaluation
	e. Overall Data Standards
	i. Development of attribution models
	ii. Selection of metrics
	iii. Selection of the high performance target goals including the behavioral health high performance avoidable hospitalization threshold for bonus payment purposes.


	VIII. DSRIP Funding Limits
	a. Statewide limit on DSRIP Funding
	b. Public Hospital and Safety Net Provider Performance Provider System Transformation Funds
	i. Health and Hospital Corporation of New York City
	ii. State University of New York Medical Centers
	iii. Nassau University Medical Center
	iv. Westchester County Medical Center
	v. Erie County Medical Center

	c. High performance fund
	i. For DY 2-5, up to 10% of the total DSRIP funds set aside for the high performance fund
	ii. Target Funds that are forfeited from providers that do not achieve project milestones and metrics, less any prior year appealed forfeited funds where the appeal was settled in the current demonstration year in favor of the PPS.


	IX. Disbursement of DSRIP Funds
	a. Total Available DSRIP Incentive Payments for a Project based on Project Valuation
	b. Payment Based on Milestone Achievement for DY 1 – DY 5
	c. Payments from the High Performance Fund
	i. Higher performing participating providers whose performance closes the gap between their current performance and the high performance level by 20 percent shall receive Tier 1 level reward payments.
	ii. Higher performing participating providers whose performance meets or exceeds the statewide performance goal for the measurement period shall receive Tier 2 level reward payments.

	d. Accountability for state performance
	i. Statewide performance on universal set of delivery system improvement metrics. The core set of delivery system improvement metrics in domain 2 of Attachment J will be assigned a direction for improving or worsening and will be calculated to reflect...
	ii. A composite measure of success of projects statewide on project-specific and population-wide quality metrics. The number of metrics met by each PPS in a given year based on the project-specific improvement standards specified in their approved DSR...
	iii. Growth in statewide total Medicaid spending that is at or below the target trend rate. As further described in STC 14 in section VII statewide performance on this milestone will be considered passed if the state improves on the following two metr...
	1. a. Growth in statewide total inpatient and emergency room spending that is at or below the target trend rate (Measure applies in DSRIP Year 3, DSRIP Year 4 and DSRIP Year 5).
	2. Growth in statewide total Medicaid spending that is at or below the target trend rate (measure applies in DSRIP Year 4 and DSRIP Year 5). PMPM amounts will be adjusted to exclude growth in federal funding associated with the Affordable Care Act. Th...

	iv. Implementation of the managed care plan. This milestone will be measured by targets agreed upon by CMS and the state after receipt of the managed care strategy plan in STC 37 in section VII related to reimbursement of plans and providers consisten...

	e. Intergovernmental Transfer Process

	X. DSRIP Project Plan Modifications
	a. Modifying Existing Project Plans in Limited Circumstances
	b. Reinvestment of Unused DSRIP Funds in DY3, DY4 and DY5


	ATTACHMENT J DSRIP Strategies Menu and Metrics
	I. Preface
	a. Delivery System Reform Incentive Payment Fund
	b. DSRIP Strategies Menu and Metrics and Program Funding and Mechanics Protocol
	c. Supporting operational guides
	d. Create Integrated Delivery Systems (required)
	e. Implementation of Care Coordination and Transitional Care Programs
	f. Connecting Settings
	g. Utilizing Patient Activation to Expand Access to Community Based Care for Special Populations
	a. Behavioral Health (required)
	b. Cardiovascular Health
	c. Diabetes Care
	d. Asthma
	e. HIV/AIDS
	f. Perinatal Care
	g. Palliative Care
	h. Renal Care

	II. Metrics
	i. Overall project progress metrics (Domain 1)
	ii. System transformation metrics (Domain 2)
	iii. Clinical improvement metrics (Domain 3)
	iv. Population-wide project implementation metrics (Domain 4)


	ATTACHMENT K DSRIP Operational Protocol
	I. Delivery System Reform Incentive Payment (DSRIP) Program Background
	II. Executive Summary
	1. DSRIP Timeline
	2. DSRIP Project Team: Key Staff and Responsibilities
	a. New York State Department of Health, Office of Health Insurance Programs (OHIP)
	b. Other NYSDOH Divisions
	i. Office of Primary Care and Health Systems Management (OPCHSM)
	ii. Office of Quality and Patient Safety (OQPS)
	iii. Office of Public Health (OPH)

	c. Other State Agencies
	i. Office of Mental Health (OMH)
	ii. Office of Alcoholism and Substance Abuse Services (OASAS)
	iii. Office for People with Developmental Disabilities (OPWDD)
	iv. Office of the Medicaid Inspector General (OMIG)
	1. PPS Provider networks that drive the Project Plan valuation
	2. Medicaid compliance programs for DSRIP funds


	d. Vendors and Contractors
	i. DSRIP Independent Assessor (IA)
	1. Account Support Team (AST): the AST is responsible for working directly with the PPS and to support PPS implementation and quality improvement efforts.
	2. Performance Management team: the Performance Management team works directly with OHIP and OQPS on the calculation of the annual claims and non-claims based performance measures. This team also supports OQPS in the annual reviews of the Measure Spec...
	3. Medicaid Analytics Performance Portal (MAPP) team: the MAPP team is responsible for working with the State’s IT vendors in the development of the web-based platform to support PPS completion of the PPS Quarterly Reports.
	4. Certificate of Public Advantage (COPA)/Accountable Care Organization (ACO) team: the COPA/ACO team is responsible for supporting DOH in the review of all COPA and ACO applications submitted by the PPS or entities participating in DSRIP.
	5. Learning Symposium team: the Learning Symposium team is responsible for conducting the annual and regional Learning Symposia, including the identification of sites and the development of the agenda.
	6. Health Homes team: the Health Homes team is responsible for supporting DOH in ensuring the integration of Health Homes into DSRIP projects.
	7. DSRIP Director Support team: the DSRIP Director Support team is responsible for assisting the DSRIP Director on various DSRIP program efforts.

	ii. DSRIP Support Team (DST)
	iii. Medicaid and Data Portal Contractors

	e. DSRIP Project Approval and Oversight Panel (PAOP)

	3. Provider Requirements
	a. Eligible Providers for DSRIP Participation
	b. Potential PPS Letter of Intent Process
	c. Safety Net Determination and Appeals Process
	d. New Corporation (NewCo) VAP Exception Process
	e. DSRIP Design Grants
	f. DSRIP Project Plan Application and Award Process
	i. Release of the Project Plans Application for public comment
	ii. Review and revised Project Plan Application based on public comment
	iii. Creation of an application and application review tool as well as a process for a transparent and impartial review of all proposed Project Plans
	iv. Assembling a team of IA’s to review and score the Project Plan Applications
	v. Development of DSRIP Project Plan prototypes, “how to” guides and other tools to help providers as they prepare their Project Plan applications
	vi. Creating and Monitoring Centralized Storage and Retrieval of Deliverables
	vii. Making project approval recommendations to the State using CMS-approved criteria
	viii. On the ground support to PPS from shortly after DSRIP Design Grant awards until final submission of their Project Plan applications
	ix. Public release of Project Plan Application along with IA’s evaluation scores
	x. Assembling the DSRIP PAOP, an independent review panel chosen by DOH based on standards set forth in the DSRIP STCs
	xi. Conducting public meeting for the review of the IA’s scoring recommendations

	g. Provider Data Infrastructure and Implementation Process
	i. A retail front-end to the Medicaid Data Warehouse for PPS
	ii. A Health Home community
	iii. Robust dashboard and data drilldown capabilities provided by Salient
	iv. Online tools available in portal technology to support DSRIP, including:
	1. DSRIP Project Plan Application
	2. Network management
	3. DSRIP Implementation Plan
	4. DSRIP Quarterly Reports

	v. Health Home Business and Care Management Functionality
	vi. Data management and analytics to drive performance
	1. Data Exchange Application & Agreement (DEAA)
	2. Opt-Out Process
	3. 2 Factor Authentication


	h. Monitoring and Compliance
	i. Quarterly Reporting and Achievement Values
	j. Quarterly Report Appeals
	k. Mid-Point Assessment
	i. Compliance with the approved DSRIP Project Plan, including the approved Implementation Plans;
	ii. Compliance with the required core components for projects described in the DSRIP Strategies Menu and Metrics, including continuous quality improvement activities;
	iii. Non-duplication of federal funds;
	iv. An analysis of the relevant data on performance on metrics and indicators to that point in time
	v. The benefit to the Medicaid and uninsured (project 2.d.i only) population and to the health outcomes of all patients served by the projects
	vi. An assessment of project governance including recommendations for how governance can be improved to insure success;
	vii. The opportunity to continue to improve the project by applying any lessons learned or best practices; and
	viii. Assessment of the current financial viability of the PPS lead entities participating in DSRIP

	l. Progress towards Value Based Payment (VBP) Goals
	i. The Roadmap
	ii. Preparation for VBP
	iii. Implementation and Next Steps


	4. Performance Payments
	a. DSRIP Performance Fund Payments
	b. DSRIP High Performance Fund
	i. Tier 1 will reward PPS whose performance closes the gap between their current performance and the statewide performance goal by 20% or more in a given DSRIP year
	ii. Tier 2 will reward PPS whose performance meets or exceeds the statewide performance goal in a given DSRIP year.

	c. Managed Care Contracting Program Payments

	5. PPS Support
	a. DSRIP Account Support Structure
	b. Additional PPS Support Activities
	c. NY DSRIP PPS Learning Symposium
	i. Enhance collaborative within each PPS with broad group of partners
	ii. Develop partnerships across PPS and ways to share emerging best practices and evidence-based approaches
	iii. Learn about strategies to improve care transitions and transform delivery systems
	iv. Further dialogue between PPS and the State about how to achieve DSRIP goals
	v. Initiate relationship-building discussions within and across PPS including providers, consumer advocates, and community-based partners
	vi. Spur discussion about promising efforts across the State and nation to transform current care delivery practices
	vii. Share implementation strategies and success factors to achieve DSRIP goals

	d. MRT Innovation eXchange (MIX) and the DSRIP LinkedIn Group
	e. Medicaid Accelerated eXchange (MAX)
	f. Regulatory Issues
	i. Regulatory Waivers
	ii. Certificate of Public Advantage (COPA) / Accountable Care Organization (ACO) Applications


	6. Statewide Measurements and Accountability
	a. Statewide DSRIP Achievement and Accountability
	i. Statewide performance on universal set of delivery system improvement metrics.
	ii. A composite measure of success of projects statewide on project-specific and population wide quality metrics.
	iii. Growth in statewide total Medicaid spending that is at or below the target trend rate.
	1. Growth in statewide total inpatient and emergency room spending that is at or below the target trend rate (applicable for DY3, DY4, and DY5). The target trend rate is the ten-year average rate for the long-term medical component of the CPI minus 1 ...
	2. Growth in statewide total Medicaid spending that is at or below the target trend rate (applicable in DY4 and DY5). The target trend rate is the ten year average rate for the long-term medical component of the Consumer Price Index (CPI).

	iv. Implementation of the managed care plan.

	b. Statewide Controls and Measures
	c. Independent Evaluator (IE)
	i. Interim Evaluation Report. Per agreement between the State and CMS, this report will contain evaluation results from quantitative and qualitative data available for reporting by due date.
	ii. Summative Evaluation Report. Per agreement between the State and CMS, this report will cover the entire five-year demonstration, and contain the major results and conclusions with respect to DSRIP’s operation and effectives. This will be the final...
	iii. Annual Statewide Reports. For the first four years of the demonstration, annual summaries of major DSRIP evaluation results will be shared with State policymakers, PPS planners, administrators and providers in order to highlight areas of success ...
	iv. Annual PPS Reports. The Contractor will, on an annual basis for each of the five demonstration years, distribute results from interviews and surveys administered on the PPS level back to those PPSs, with the expectation that receipt of information...


	7. DSRIP DY0 Implementation Activities
	a. Interim Access Assurance Fund (IAAF)
	b. DOH Stakeholder Engagement
	i. Engagement Activities Detail
	1. Webinars
	2. Public Forum Meeting
	3. Web Resources
	4. MAPP and Network Tools
	5. Digital Library
	6. NY DSRIP PPS Learning Symposium





	ATTACHMENT L DSHP Claiming Protocol
	I. State Documentation of Expenditures for DSHP List 1 and 2 Programs
	II. Off-Sets: In accordance with Section VII STC 15(c)(iii) DSHP expenditures submitted to CMS will not include payment for:
	a. grant funding to test new models of care;
	b. construction costs (bricks and mortar);
	c. room and board expenditures;
	d. animal shelters and vaccines;
	e. school based programs for children;
	f. unspecified projects;
	g. debt relief and restructuring;
	h. costs to close facilities;
	i. HIT/HIE expenditures;
	j. services provided to undocumented individuals;
	k. sheltered workshops;
	l. research expenditures;
	m. rent and utility subsidies normally funded by the Unites States Department of Housing and Urban Development;
	n. prisons, correctional facilities, and services provided to individuals who are civilly committed and unable to leave;
	o. revolving capital fund;
	p. expenditures made to meet a maintenance of effort requirement for any federal grant program;
	q. administrative costs;
	r. cost of services for which payment was made by Medicaid or CHIP (including from managed care plans);
	s. cost of services for which payment was made by Medicare or Medicare Advantage; and
	t. funds from other federal grants.
	u. To assure DSHP expenditures do not include coverage of services to undocumented individuals, the State will reduce each service provider’s reported program costs by ten percent unless a more detailed accounting of actual costs for these individuals...

	III. Documentation of State Expenditures for Designated State Health Programs
	1. For all eligible DSHPs claimed New York State will make available for CMS the following information:
	i. Direct control payment sheets for all providers
	ii. Identifying contract number, provider name & code (agency code?), budget period
	iii. Program
	iv. Voucher number
	v. Voucher amount
	vi. Total amount paid to date
	vii. State financial system voucher entry

	2. Documentation of expenditures for each DSHP must be clearly outlined in the state's supporting work papers and be made available to CMS in accordance with this claiming protocol.
	3. The State will use its voucher and accounting system to identify the amount it expended to purchase services from each service provider under each program during the claiming period.

	IV. DSHP List 1 Program Details

	ATTACHMENT M Final Evaluation Design and Final Evaluation Plan
	C.1. PPS Administrative Key Informant Interviews
	Sample Selection
	Data Collection Procedures
	Challenges


	C.2 Focus Groups with Project-Associated Providers:
	Challenges
	Challenges
	Survey for Project Providers
	C.4 Electronic Survey of Project-Associated Providers
	Sample Selection
	Data Collection Procedures
	Project Providers Survey Challenges
	C.6 Implementation/Process Analysis Summary


	ATTACHMENT N Behavioral Health HCBS services offered by HARPs and HIV SNPs and Individual Directed Goods and Services
	ATTACHMENT O Design Evaluation Questions
	APPENDIX A
	DSRIP Independent Assessor Firewall Policies and Procedures Summary






